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STANDARD  HEALTH  BENEFITS:  THE  IMPACT 
ON  WOMEN'S  HEALTH 


FRroAY,  OCTOBER  15,  1993 

House  of  Representatives, 

Human  Resources  and 
Intergovernmental  Relations  Subcommittee 
OF  the  Committee  on  Government  Operations, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  1  p.m.,  in  room 
2154,  Rayburn  House  Office  Building,  Hon.  Edolphus  Towns  (chair- 
man of  the  subcommittee)  presiding. 

Present:  Representatives  Edolphus  Towns,  Thomas  M.  Barrett,, 
Donald  M.  Payne,  Steven  Schiff,  and  Bernard  Sanders. 

Also  present:  Representative  Rob  Portman, 

Staff  present:  Ronald  A.  Stroman,  staff  director;  Allegra  A. 
Pacheco,  professional  staff  member;  Martine  M.  DiCroce,  clerk;  and 
Martha  Morgan,  minority  professional  staff,  Committee  on  Govern- 
ment Operations. 

OPENING  STATEMENT  OF  CHAIRMAN  TOWNS 

Mr.  Towns.  The  Subcommittee  on  Human  Resources  and  Inter- 
governmental Relations,  of  the  House  Committee  on  Government 
Operations  will  please  come  to  order. 

This  begins  the  subcommittee's  hearing  on  the  standard  health 
benefit  package  and  its  impact  on  women's  health.  Today,  we  are 
focusing  on  coverage  for  Pap  tests  and  mammographies  under  the 
administration's  health  proposal. 

The  experts,  and  we  have  many  of  them  here  with  us  today, 
agree  that  the  most  effective  way  to  decrease  mortality  rates  from 
cervical  and  breast  cancers  is  through  annual  Pap  tests  and  mam- 
mograms. The  Public  Health  Service  attributes  the  75  percent  de- 
cline in  cervical  cancer  mortality  rates  in  this  country  to  the  Pap 
test.  The  Pap  test  is  internationally  recognized  as  the  most  effec- 
tive screening  tool  to  detect  cervical  cancer,  and  both  the  American 
Cancer  Society  and  the  National  Cancer  Institute  recommend  an- 
nual Pap  tests  for  all  women,  regardless  of  age. 

The  President's  plan,  however,  states  that  coverage  for  Pap  tests 
will  be  limited  to  once  every  3  years  after  three  annual  negative 
exams,  and  after  the  age  of  65,  no  coverage  will  be  available  at  all. 
I  ask  the  American  people  to  consider  the  outrageousness  of  this 
last  point  and  the  suggestion  that  a  women's  cervix  is  not  deserv- 
ing of  basic  insurance  coverage  after  the  age  of  65. 

Our  timing  for  this  hearing  could  not  have  been  better.  This 
month  is  Breast  Cancer  Awareness  Month.  Liz  Claiborne  outlets 
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have  gotten  the  message  [raises  Liz  Claiborne  catalog].  They  have 
gotten  into  the  act  and  they  understand  it;  I  think  that  those  of 
us  who  are  serving  in  the  Congress  should  definitely  understand  it 
too.  Not  only  did  Liz  Claiborne  get  in  the  act,  Avon  Catalog,  Glam- 
our Magazine  [raises  both],  they  got  into  the  act  and  they  are  tell- 
ing us  that  breast  cancer  is  something  that  we  should  take  very  se- 
riously. 

So  we  would  like  to  thank  Liz  Claiborne  and  also  Avon  who  are 
making  certain  that  we  get  the  message.  And  now  we  have  to  make 
certain  that  Congress  gets  the  message  and  the  White  House  gets 
the  message  and  make  certain  that  all  those  involved  with  funding 
levels  get  the  message  as  well.  The  message  is  finally  getting  out 
to  women  all  over  the  country  to  start  having  mammographies 
every  1  to  2  years  after  the  age  of  40. 

And  now  that  the  mammography  message  for  women  in  their 
40's  is  in  our  department  stores,  in  the  media  and  consciousness 
is  being  raised,  the  administration's  plan  comes  out  proposing 
mammography  coverage  for  women  starting  at  the  age  of  50 — send- 
ing a  totally  different  message  from  the  one  breast  cancer  groups 
have  worked  so  hard  to  publicize.  Contrary  to  the  American  Cancer 
Society's  guidelines,  the  Clinton  plan  tells  women  that  before  the 
age  of  50,  the  risk  of  breast  cancer  isn't  significant  enough  for  our 
national  health  plan  to  cover  screening.  It  tells  these  women,  don't 
worry. 

But  let  me  say  in  a  very  loud  and  clear  voice  that  breast  cancer 
is  something  to  worry  about.  Breast  cancer  is  on  the  rise  in  this 
country.  More  than  half  a  million  women  will  die  of  breast  cancer 
during  this  decade.  One  in  every  ten  American  women  will  have 
breast  cancer  in  her  lifetime. 

Today,  we  will  hear  testimony  telling  us  that  women  in  their 
thirties  get  breast  cancer  and  that  breast  cancer  is  the  No.  1  cancer 
killer  of  young  black  women.  Until  we  begin  to  win  the  war  against 
breast  cancer,  we  cannot  discourage  preventative  care  and  cancer 
screenings.  We  must  encourage,  not  discourage. 

Today,  we  have  gathered  medical  and  women's  health  experts  to 
discuss  the  science  behind  mammograms  and  Pap  tests  and  the 
policy  implications  if  these  cancer  screenings  are  rationed  under 
the  health  plan. 

As  you  can  see  from  the  witness  list,  we  have  an  ambitious  agen- 
da. We  will  apply  the  5-minute  rule  to  all  testimony.  I  ask  for  ev- 
eryone's cooperation  in  adhering  to  this  rule.  I  look  forward  to 
hearing  from  all  of  our  distinguished  witnesses.  But  before  I  move 
to  the  witnesses,  let  me  recognize  the  minority  leader  of  the  sub- 
committee, the  gentleman  from  Albuquerque,  NM,  Mr.  Schiff. 

Mr.  Schiff.  'Diank  you,  Mr.  Chairman.  I  will  begin  by  observing 
your  admonition  on  time  so  that  we  can  hear  our  colleagues  who 
are  waiting  to  testify.  I  can't  resist,  however,  saying  that  you 
couldn't  have  said  it  better  when  vou  said  the  timing  of  this  hear- 
ing could  not  have  been  better.  I  think  it  is  quite  clear  that  the  ad- 
ministration and  the  Members  of  the  103d  Congress  intend  to  con- 
sider seriously,  major  changes  in  health  care  policy  in  the  United 
States  during  the  course  of  wiis  Congress. 

Although  I  do  not  know  what  the  final  product  of  that  consider- 
ation will  be,  I  know  that  we  have  to  be  sure  not  to  leave  women's 


health  in  the  background.  Although  statistics  overwhelmingly  show 
that  the  majority  of  individual  patient  visits  to  doctors  are  by 
women,  I  have  heard  report  after  report  that  government-funded 
medical  studies  have  had  a  tendency  to  focus  on  men's  health  and 
follow  men  in  terms  of  research  more  than  women.  So  it  is  an  obvi- 
ous contradiction  between  who  is  seeing  doctors  more  often  and 
who  the  government  is  following  in  terms  of  health  care  studies. 

So  I  appreciate  this  hearing  and  appreciate  our  colleagues  being 
here  to  testify.  I  yield  back. 

Mr.  Towns.  Thank  you  very  much,  Congressman  Schiff. 

I  now  yield  to  Mr.  Sanders,  who  has  been  very  involved  in  these 
issues  for  quite  some  time.  Congressman  Sanders. 

Mr.  Sanders.  Thank  you  very  much,  Mr.  Chairman. 

I  want  to  congratulate  you  on  your  continued  efforts  to  focus  this 
country  on  cancer  and  cancer  prevention.  The  pain  and  suffering 
of  breast  and  cervical  cancer  survivors  and  families  who  have  lost 
their  mothers,  sisters,  or  daughters  to  these  cancers  is  particularly 
acute  in  my  district,  the  State  of  Vermont.  For  a  reason  that  we 
do  not  know  and  that  we  are  exploring  in  general,  the  cancer  rate 
is  very  high  in  Vermont  for  both  breast  and  cervical  cancers  among 
white  women. 

Let  me  just  jump  into  the  concern  about  the  Pap  test,  and  that 
is,  since  the  introduction  of  the  Pap  test,  as  you  indicated,  the  na- 
tional death  rate  for  cervical  cancer  has  fallen  75  percent.  The  ad- 
ministration's proposal  which  covers  Pap  smears  every  3  years 
after  three  annual  negative  tests  goes  against  both  the  National 
Cancer  Institute  and  the  American  Cancer  Society's  recommenda- 
tions for  annual  Pap  tests  for  all  women.  While  I  am  aware  of  stud- 
ies that  make  recommendations  similar  to  the  administration's, 
this  recommendation  fails  to  recognize  that  we  live  in  an  imperfect 
world.  It  fails  to  recognize  that  the  effectiveness  of  the  Pap  test  has 
repeatedly  been  called  into  question  because  of  poor  lab  results 
and/or  inadequate  screening  procedures. 

In  one  of  the  worst  examples  of  misread  Pap  tests,  a  September 
27,  1993,  article  in  the  New  York  Times  reported  that  an  independ- 
ent laboratory  in  Rhode  Island  is  rechecking  19,000  cancer  tests 
performed  at  Newport  Hospital  after  a  woman  died  of  cervical  can- 
cer after  receiving  four  repeated  Pap  tests  and  screenings  at  the 
hospital.  Of  the  1,190  Pap  smears  they  have  checked  so  far,  17 
cases  were  found  where  women  were  told  they  did  not  have  cancer 
when  the  test  actually  indicated  early  signs  of  cervical  cancer. 

Let  me  simply  conclude  by  saying  I  look  forward  to  the  testimony 
of  our  colleagues  from  the  House,  and  congratulate  you  for  pursu- 
ing this  issue.  Thank  you. 

Mr.  Towns.  Thank  you  very  much,  Congressman  Sanders. 

[The  prepared  statement  of  Mr.  Sanders  follows:] 
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I  want  to  thank  Chairman  Towns  for  continuing  to  investigate  cancer  prevention  and 
control  in  this  country  and  applaud  him  for  holding  these  hearings  today  on  a  crucial  aspect 
of  cancer  prevention  for  women.    A  focus  on  prevention  and  control  is  our  greatest  hope  at 
fighting  cancer.    Early  detection  can  start  the  survival  clock  sooner  for  patients,  and  can 
spare  them  the  misery  and  cost  of  painful  treatments. 

The  pain  and  suffering  of  breast  and  cervical  cancer  survivors  and  families  who  have 
lost  their  mothers,  sisters,  and  daughters  to  these  cancers  is  particularly  acute  in  my  district, 
the  state  of  Vermont.    In  fact,  for  the  years  1984-1988,  the  number  of  deaths  for  both  breast 
and  cervical  cancers  among  white  women  ranked  Vermont  8th  in  the  country. 

Before  I  begin,  I  want  to  say  that  I  do  not  support  the  untested  and  complex  "managed 
competition"  approach  to  health  care  reform.    I  support  a  Single-Payer  system  which  would 
not  require  co-payments  or  deductibles  and  would  not  discriminate  against  Americans  based 
on  a  principle  that  you  are  only  as  healthy  as  you  can  afford  to  be.    The  Single  Payer  plan 
gives  doctors  and  patients  the  final  word  in  health  coverage,  unlike  the  Administration's  plan 
which  Itaves  it  largely  up  to  giant  insurance  companies.    Today  we  are  discussing  an  aspect 
of  the  minimum  package  of  benefits  in  the  managed  competition  approach  to  health  care 
reform.    And  with  respect  to  breast  and  cervical  cancers,  I  believe  the  benefit  coverage  in 
the  Administration's  plan  is  indeed  a  "minimum  package."   It  is  my  hope  that  this  hearing 
today  will  give  the  Administration  serious  cause  to  change  the  limited  coverage  they 
proposed  in  their  plan  for  these  two  devastating  cancers. 

Since  the  introduction  of  the  pap  test,  the  national  death  rate  for  cervical  cancer  has 
fallen  75  percent.    The  Administration's  proposal,  which  covers  pap  smears  ever  3  years 
after  3  annual  negative  tests,  goes  against  both  the  National  Cancer  Institute  and  American 
Cancer  Society  recommendations  of  annual  pap  tests  for  all  women.    And  while  I  am  aware 
of  studies  that  make  recommendations  similar  to  the  Administration's,  this  recommendation 
fails  to  recognize  that  we  live  in  an  imperfect  world.    It  fails  to  recognize  that  the 
effectivaness  of  the  pap  test  has  repeatedly  been  called  into  question  because  of  poor  lab 
results  and/or  inadequate  screening  procedures.    In  one  of  the  worst  examples  of  misread  pap 
tests,  a  September  27,  1993  article  in  the  New  York  Times  reported  that  an  independent 
laboratory  in  Rhode  Island  is  rechecking  19,000  cancer  tests  performed  at  Newport  Hospital 
after  a  women  died  of  cervical  cancer  after  receiving  4  repeated  pap  test  misreadings  at  the 
hospital.    Of  the  1,190  Pap  smears  rechecked  so  far,  17  cases  were  found  where  women 
were  told  they  did  not  have  cancer  when  the  tests  actually  indicated  early  signs  of  cervical 
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It  is  unjust  and  inappropriate  to  set  this  new  standard  when  the  National  Cancer  Institute 
and  the  American  Cancer  Society  currently  recommend  annual  pap  tests.    Further,  the  reality 
that  pap  tests  are  not  error-free  only  compounds  the  problem.    The  Administration's 
recommendation  is  especially  hard  to  swallow  when  you  look  at  the  cost  of  a  pap  test.    In 
Vermont,  Planned  Parenthood  provides  pap  tests  for  $7.95.    So  until  we  live  in  a  perfect 
world,  it  makes  no  sense  to  me  that  we  move  away  from  the  current,  inexpensive  practice  of 
aimual  pap  tests. 

What  further  disturbs  me  about  the  Administration's  pap  test  recommendation  is  that 
there  be  no  coverage  for  women  over  65.    The  highest  incidence  and  the  highest  mortality 
rates  for  cervical  cancer  occur  in  women  over  65.    Currently,  14%  of  the  U.S.  female 
population  that  is  65  or  more  years  of  age  accounts  for  25  %  of  the  new  cases  of  cervical 
cancer  and  41  %  of  the  deaths  from  this  disease.    Why  in  the  world  would  we  want  to  stop 
pap  smears  for  this  group,  when  this  is  the  largest  group  of  women  dying  from  this  disease? 

Yes,  there  are  studies  that  show  that  if  women  get  pap  tests  annually  that  they  have  little 
risk  of  getting  cervical  cancer  after  65.    These  studies  and  recommendations  that  argue  for 
cessation  of  screening  at  60  or  65  years  of  age  assume  a  history  of  lifetime  screening. 
However  the  statistics  show  that  many  women  reaching  65  years  of  age  in  the  U.S.  do  not 
have  a  record  of  adequate  screening.    Further,  it  is  clear  that  after  reproductive  years, 
women  do  not  get  pap  tests  because  they  have  greatly  diminished  their  contacts  with 
gynecologists  and  must  rely  in  most  cases  on  their  internists  to  recommend  or  do  the 
screening.    In  many  cases  the  screening  never  happens  and  there  can  be  as  much  as  a  fifteen 
year  lag  period  without  a  pap  test  before  a  women  arrives  at  65.    To  quote  from  a  September 
1992  Annals  of  Internal  Medicine  article,  "Based  on  the  best  evidence  currently  available, 
Pap  smears  screening  is  seen  as  both  effective  and  economical  in  reducing  cervical  cancer 
deaths  among  elderly  women,  particularly  for  those  who  have  not  received  regular  screening 
protocols." 

So  we  have  to  do  two  things  with  regard  to  pap  tests.    First,  any  system  that  we  create 
has  to  ensure  that  all  women  are  covered  annually  for  pap  tests,  and  secondly,  that  system 
must  see  to  it  that  women  actually  get  the  test.    Coverage  alone  cannot  be  enough. 
Education  and  outreach  must  be  built  into  any  system  that  is  created  or  we  will  never  bring 
down  the  cervical  cancer  mortality  rates  for  women  over  65. 

The  scenario  for  mammography  coverage  is  not  nearly  as  clear  as  the  situation  with  pap 
smears.    This  year,  the  National  Cancer  Institute  held  an  international  workshop  that  drew 
several  conclusions  about  mammograms.    With  regard  to  mammogram  screening  of  women 
ages  40  to  49,  "the  randomized  trials  are  consistent  in  showing  no  benefit  at  5  to  7  years 
after  entry  into  the  trials,  an  uncertain  and  marginal  benefit  at  10  to  12  years,  and  an 
unknown  benefit  thereafter.    For  women  ages  50  to  59  the  evidence  presented  at  the 
workshop  strengthens  the  scientific  observation  that  screening  leads  to  reduced  breast  cancer 
mortality."   The  NCI  report  raised  questions  about  the  need  for  an  annual  mammogram  for 
the  group  50  to  59.    A  separate  study  in  Canada  has  suggested  "that  at  7  years  foUow-up,  for 


women  ages  50  to  59,  mammography  may  not  decrease  breast  cancer  mortality  beyond  what 
is  achieved  by  a  weU-perfomied  clinical  breast  examination."    There  is  clearly  no  definitive 
answer  on  recommendations  for  all  women  with  regard  to  mammogram  screening.    And  until 
further  studies  are  done  to  clarify  just  what  constitutes  appropriate  screening  mammography 
guidelines  for  women  of  all  ages,  I  cannot  understand  limiting  coverage  for  the  procedure  to 
women  under  50. 

What  can  women  learn  from  this  information,  and  where  should  the  Administration  go 
from  here?     First,  women  must  demand  that  the  federal  government  invest  substantial 
funding  into  alternative  breast  cancer  screening  methods,  because  the  current  methods  are 
nowhere  near  good  enough.    But  women  must  also  demand  more  answers.    The  information 
available,  especially  for  women  under  50,  is  inconclusive  because  the  clinical  trials  have  not 
been  large  enough.    In  reforming  health  care,  we  have  an  incredible  opportunity  to  ensure 
that  every  woman  has  access  to  some  form  of  screening  for  breast  cancer  and  we  can  enlarge 
our  clinical  trial  pool  to  really  test  mammograms  and  other  form  of  screening  methods  for 
women  as  they  become  available.    This  expanded  pool  of  women  becomes  crucial  when  you 
consider  the  National  Breast  Cancer  Coalition  estimates  that  27  percent  of  women  who  get 
breast  cancer  are  premenopausal/or  on  average  under  50  years  of  age. 

In  the  meantime,  we  have  no  other  option  but  to  offer  women  inadequate  choices  — 
From  self  exams,  when  knowledge  about  how  to  perform  those  exams  is  seriously  limited,  to 
a  clinical  breast  exam,  which  is  only  as  effective  as  the  degree  to  which  it  is  "well- 
performed,  to  mammograms,  which  until  the  passage  of  legislation  last  year,  had  never  been 
subject  to  national  quality  standards  or  oversight.    Facing  the  terrible  figures  that  1  in  8 
women  wUl  get  breast  cancer,  I  do  not  believe  that  we  can,  in  good  conscience,  recommend 
that  women  be  denied  any  of  these  limited  choices  for  detection.    It's  all  they  have.    In  the 
meantime,  we  have  no  choice  but  to  commit  our  nation  to  investing  substantial  resources  into 
alternative  screening  methods  for  women. 


Mr.  Towns.  It  is  an  honor  and  a  pleasure  to  have  the  oppor- 
tunity to  welcome  three  outstanding  Members  of  the  Congress, 
three  women  who  are  leaders  in  so  many  areas  in  the  Congress, 
but  I  am  just  so  happy  that  they  have  come  to  talk  to  us  this  morn- 
ing about  coverage  for  preventive  women's  health  care. 

Let  me  begin  by  introducing  first,  Congress  woman  Cardiss  Col- 
lins from  the  State  of  Illinois,  and  she  is  joined  bv  Congresswoman 
Pat  Schroeder  from  the  State  of  Colorado,  and  Congresswoman 
Barbara  Vucanovich  from  the  great  State  of  Nevada.  We  are  de- 
lighted to  have  you  all  here.  I  would  like  to  begin  with  Congress- 
woman  Collins,  and  of  course  please  keep  in  mind  the  5-minute 
rule  which  will  provide  us  with  an  opportunity  to  raise  questions 
at  the  end.  It  is  a  delight  to  have  you. 

STATEMENT  OF  HON.  CARDISS  COLLINS,  A  REPRESENTATIVE 
IN  CONGRESS  FROM  THE  STATE  OF  ILLINOIS 

Mrs.  Collins.  Thank  you  very  much,  Mr.  Chairman. 

I  want  to  thank  you  and  the  other  members  of  the  subcommittee 
for  allowing  me  to  testify  today  on  women's  health  care  needs 
under  the  Clinton  health  plan.  Although  recently  we  have  seen  an 
upsurge  in  interest  in  this  all  important  area,  it  has  been  over- 
looked for  such  a  long  time  that  even  the  recent  interest  doesn't 
begin  to  offset  the  years  of  medical  neglect  that  women  have  expe- 
rienced. 

Clearly,  we  must  do  something  about  this.  A  major  issue  affect- 
ing women's  health  is  the  rapid  growth  of  the  number  of  women 
affected  by  breast  cancer.  In  my  State  of  Illinois,  there  will  be  an 
estimated  8,700  new  cases  of  breast  cancer  this  year.  During  1993, 
about  2,200  Illinois  women  will  die  from  the  disease.  Because  of 
the  growth  of  this  killer,  I  sponsored  a  commemorative  resolution 
declaring  October  as  National  Breast  Cancer  Awareness  Month 
every  year  for  the  past  4  years.  It  seems  that,  clearly,  this  com- 
memorative has  been  effective  in  increasing  the  public's  knowledge 
about  this  disease.  But  fighting  breast  cancer  requires  more  than 
awareness.  If  we  are  to  make  any  real  gains,  we  must  also  redouble 
the  resources  which  we  commit  to  this  disease. 

I  am  pleased  that  this  Congress  and  our  President  have  made 
some  strides  in  increasing  the  research  funds  available  to  study 
cancer,  breast  cancer.  Public  Law  103-43  enacted  in  June  of  this 
year  allows  for  an  increase  in  the  emphasis  placed  on  this  disease 
and  others  that  affect  women.  These  increases  will  provide  a 
marked  improvement  in  the  resources  available  for  health  profes- 
sionals studying  breast  cancer.  Unfortunately,  we  have  yet  to  make 
commensurate  strides  in  providing  access  and  payment  for  prevent- 
ative services.  We  have  yet  to  put  our  money  where  our  mouth  is 
in  paying  for  preventive  screening,  which  is  the  best  way  to  ensure 
the  prognosis  for  the  women  affected  by  this  disease. 

Since  the  94th  Congress,  I  have  sponsored  legislation  which 
would  require  States  to  provide  coverage  of  breast  and  cervical  can- 
cer screening  as  a  basic  service  under  their  Medicaid  programs. 
Currently,  these  procedures  are  covered  as  diagnostic  tools,  but  are 
not  required  to  be  covered  as  preventive  measures.  This  distinction 
between  diagnostic  and  prevention  is  an  important  one.  By  only 
covering  visits  on  a  diagnostic  basis,  we  are  prohibiting  some  poor 
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women  from  going  to  their  doctors  for  Pap  tests  or  mammograms 
on  a  regular  basis  as  suggested  by  the  guideHnes  established  by 
the  American  Cancer  Society  and  other  experts  in  this  field. 

In  my  view,  this  is  a  tragedy.  Many  poor  women  who  happen  to 
be  Afincan  American  are  particularly  disadvantaged  by  this  Medic- 
aid policy  because,  although  they  have  a  lower  incidence  of  breast 
cancer,  studies  show  that  African  American  women  are  more  likely 
to  die  from  this  disease  because  they  receive  fewer  mammograms 
and  therefore  do  not  detect  the  disease  until  it  is  in  its  latest 
stages. 

You  can  be  sure  that  a  chief  reason  why  African  American 
women  do  not  receive  these  important  screening  tests  is  because 
they  can't  afford  them.  This  situation  just  has  to  be  corrected.  I  am 
hopeful  that  as  we  reform  our  health  care  system,  we  will  address 
this  problem. 

Presently,  the  President's  proposed  health  plan  would  provide 
women  over  the  age  of  50  free  mammograms  without  copayment  or 
deductibles  every  other  year.  This  is  a  good  start,  but  not  sufficient 
for  women  who  are  at  high  risk  of  having  this  disease.  The  Amer- 
ican Cancer  Society  considers  all  women  over  the  age  of  50  as  the 
highest  risk  group  for  breast  cancer.  Consequently,  it  recommends 
they  receive  annual  mammograms. 

In  my  State  of  Illinois,  private  insurance  plans  now  cover  early 
detection  mammograms,  and  unless  the  Clinton  plan  includes  this 
preventive  mammogram  in  his  proposal,  many  women  who  have 
private  insurance  will  take  a  giant  step  backward  in  their  coverage 
under  a  new  national  health  care  plan. 

Last  week  in  testimony  before  a  joint  hearing  of  the  Energy  and 
Commerce  subcommittee  that  I  Chair  on  Commerce,  Consumer 
Protection  and  Competitiveness,  and  the  Subcommittee  on  Health 
and  the  Environment  that  Mr.  Waxman  Chairs,  I  received  a  com- 
mitment from  Secretary  Shalala  that  the  President's  plan  would 
cover  mammograms  for  women  according  to  the  current  standards 
that  are  generally  recognized  as  adequate  for  women.  I  expect  that 
when  I  receive  the  legislation  for  the  health  proposal,  it  will  pro- 
vide broad  coverage  for  these  tests. 

There  are  some  who  doubt  the  need  for  yearly  mammograms  for 
women  who  fall  in  certain  age  categories.  I  understand  that  the 
verdict  is  out  on  whether  the  number  of  cancers  detected  outweighs 
the  number  of  healthy  women  who  must  be  screened.  What  we  all 
have  to  remember,  however,  is  that  early  screening  saves  lives.  For 
the  child  whose  mother  has  been  saved  by  early  detection,  the  cost 
is  negligible. 

Mr.  Chairman,  in  her  testimony  before  the  Congress,  Mrs.  Clin- 
ton remarked  that  more  should  be  done  on  this  health  care  issue. 
She  said  that  she  was,  "a  mother,  a  wife,  a  daughter,  a  sister,  and 
a  woman."  Because  of  all  of  these  roles,  I  am  sure  Mrs.  Clinton  and 
those  who  are  working  with  her  recognize  the  importance  of  these 
women's  health  issues. 

Every  year  the  numbers  increase;  more  of  our  mothers,  wives, 
daughters,  and  sisters  are  diagnosed  with  this  disease.  Early  detec- 
tion can  clearly  increase  the  odds  of  their  survival.  I  will  be  watch- 
ing closely  to  try  to  ensure  that  the  broadest  and  most  inclusive 


policy  possible  is  adopted  in  the  health  plan  that  we  vote  on  in  this 

^Oncragain,  I  thank  the  committee  and  the  subcommittee  for  al- 
lowing me  to  address  you  on  this  topic.  You  are  to  be  commended 
for  the  interest  you  have  shown  in  this  matter  and  I  yield  back  the 
balance  of  my  time.  n  n«c 

Mr.  Towns.  Thank  you  very  much,  Congresswoman  Coilms. 
[The  prepared  statement  of  Mrs.  Collins  follows:] 
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TESTIMONY  OF  REP.  CARDISS  COLLINS 
BEFORE  THE  SUBCOMMITTEE  ON  HUMAN  RESOURCES 
AND  INTERGOVERNMENTAL  RELATIONS 
FRIDAY,  OCTOBER  15,  1993 

Mr.  Chairman,  I  would  like  to  thank  you  and  the  other 
Members  of  this  committee  for  allowing  me  to  testify  today  on 
women's  health  care  needs  under  the  Clinton  Health  Plan. 
Although  recently  we  have  seen  an  upsurge  in  interest  in  this  all 
important  area  it  has  been  overlooked  for  so  long  that  even  the 
recent  interest  does  not  offset  the  years  of  medical  neglect  that 
women  have  experienced. 

A  major  issue  affecting  women's  health  is  the  rapid  growth 
in  the  number  of  women  affected  by  breast  cancer.  In  my  state  of 
Illinois,  there  will  be  an  estimated  8,700  new  cases  of  breast 
cancer  this  year.  During  1993,  approximately  2,-200  Illinois  women 
will  die  from  the  disease.  Because  of  the  growth  in  this  killer, 
I  have  sponsored  a  commemorative  resolution  declaring  October  as 
"National  Breast  Cancer  Awareness  Month"  every  year  over  the  past 
four  years.  It  seems  that  every  year  we  recieve  greater 
participation  and  interest  in  this  resolution  and  in  National 
Breast  Cancer  Awareness  Month. 

Clearly  this  commemorative  has  been  effective  in  increasing 
the  public's  knowledge  about  this  disease.  But  fighting  breast 
cancer  requires  more  than  "awareness."  If  we  are  to  make  any  real 
gains,  we  must  also  redouble  the  resources  which  we  commit  to 
this  disease.  I  am  pleased  that  this  Congress  and' our  President 
have  made  some  strides  in  increasing  the  research  funds  available 
to  study  the  disease.  Public  law  103-43,  which  reauthorizes  the 
National  Institutes  of  Health,  enacted  on  June  10th  of  this  year, 
allows  for  an  increase  in  the  emphasis  placed  on  this  disease  and 
others  that  affect  women.  These  increases  will  provide  a  marked 
improvement  in  the  resources  available  for  health  professionals 
studying  breast  cancer.  Unfortunately,  we  have  yet  to  make 
commensurate  strides  in  providing  access  and  payment  for 
preventive  services.  We  have  yet  to  put  our  money  where  our  mouth 
is  in  paying  for  preventive  screening  which  is. the  best  way  to 
ensure  a  good  prognosis  for  the  women  affected  by  this  disease. 

For  14  years  I  have  sponsored  a  bill  (H.R.  130)  which  would 
recfuire  states  to  provide  coverage  of  breast  and  cervical  cancer 
screening  as  a  basic  service  under  their  Medicaid  programs. 
Currently,  these  procedures  are  covered  as  diagnostic  tools  but 
are  not  required  to  be  covered  as  preventive  measures.  This 
distinction  between  diagnosis  and  prevention  is  an  important  one. 
By  only  covering  visits  on  a  diagnosis  basis  we  are  prohibiting 
some  poor  women  from  going  to  their  doctors  for  pap  smears  or 
mammograms  on  a  regular  basis  as  suggested  by  the  guidelines 
established  by  the  American  Cancer  Society  and  other  experts  in 
this  field.  In  my  view  this  is  a  tragedy.  Many  poor  women  who 
happen  to  be  African  American  are  particularly  disadvantaged  by 
this  Medicaid  policy  bq-cause  although  they  have  a  lower 


11 


incidence  of  breast  cancer,  studies  show  that  African  American 
women  are  more  likely  to  die  from  this  disease  because  they 
receive  fewer  mammograms  and  therefore  do  not  detect  the  disease 
until  it  is  in  its  later  stages.  You  can  be  sure  that  a  chief 
reason  that  they  do  not  receive  these  important  screening  tests 
is  because  they  cannot  afford  them.  This  situation  must  be 
corrected. 

I  am  hopeful  that  as  we  reform  our  health  care  system  we 
will  address  this  problem.  Presently,  the  President's  proposed 
health  plan  would  provide  women  over  the  age  of  50  free 
mammograms  without  copayment  or  deductibles  every  other  year. 
This  is  good,  but  not  sufficient  for  women  who  are  at  high  risk 
of  having  this  disease.  The  American  Cancer  Society  considers  all 
women  over  the  age  of  50  as  the  highest  risk  group  for  breast 
cancer,  consequently  it  recommends  that  they  receive  annual 
mammograms.  In  my  state  of  Illinois  private  insurance  plans  now 
cover  early  detection  mammograms.  Unless  the  Clinton  plan 
includes  these  preventive  mammograms  in  its  proposal,  many  women 
who  have  private  insurance  will  take  a  giant  step  backward  in 
their  coverage  under  a  new  national  health  plan. 

Last  week  in  testimony  before  a  joint  hearing  of  the  Energy 
and  Commerce  subcommittee  that  I  chair  on  Commerce,  Consumer 
Protection  and  Competitiveness  and  the  subcommittee  on  Health  and 
the  Environment,  I  received  a  commitment  from  Secretary  Shalala 
that  the  President's  plan  would  cover  mammograms  for  women 
according  to  the  current  standards  that  are  generally  recognized 
as  adequate  for  women.  I  expect  that  when  I  receive  the 
legislation  for  the  health  proposal,  it  will  provide  broad 
coverage  for  these  tests. 

There  are  some  who  doubt  the  need  for  yearly  mammograms  for 
women  who  fall  in  certain  age  categories.  I  understand  that  the 
verdict  is  out  on  whether  the  number  of  cancers  detected 
outweighs  the  number  of  healthy  women  who  must  be  screened.  What 
we  all  must  remember  however,  is  that  early  screening  saves 
lives.  To  the  child  whose  mother  has  been  saved  by  early 
detection  the  cost  is  negligible. 

Mr.  Chairman,  In  her  testimony  before  the  Congress,  Mrs. 
Clinton  remarked  that  more  than  being  head  of  the  Taskforce  on 
Health  Reform  she  was  a  "  mother,  a  wife,  a  daughter,  a  sister,  a 
woman."  Because  of  all  of  these  roles  I  am  sure  that  Mrs. 
Clinton,  and  those  who  are  working  with  her,  recognize  the 
importance  of  these  women's  health  issues.    Every  year  the 
numbers  increase.  More  of  our  mothers,  wives,  daughters  and 
sisters  are  diagnosed  with  this  disease.  Early  detection  can 
greatly  increase  the  odds  of  their  survival .  I  will  be  watching 

closely  to  ensure  that  the  broadest  and  most  inclusive  policy 
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possible  is  adopted  in  the  Health  Plan  that  we  vote  on  in  this 
Congress.   Once  again  I  thank  the  committee  for  allowing  me  to 
address  you  on  this  topic.  You  are  to  be  commended  for  your 
interest . 
CC/jsg 
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Mr.  Towns.  At  this  time  I  call  on  Congresswoman  Schroeder. 

STATEMENT  OF  HON.  PATRICIA  SCHROEDER,  A  REPRESENTA- 
TIVE IN  CONGRESS  FROM  THE  STATE  OF  COLORADO 

Mrs.  Schroeder.  Thank  you  very  much,  Congressman  Towns, 
and  I  want  to  thank  your  subcommittee  for  focusing  on  this,  and 
you  are  right,  it  couldn't  be  more  timely  and  we  really  appreciate 
it. 

As  you  know,  as  the  cochair  of  the  women's  caucus,  the  major 
focus  of  our  interest  for  the  last,  oh,  5  years,  has  been  women's 
health,  because  it  has  been  so  neglected.  And  the  caucus  has  met 
with  Hillary  Clinton  and  members  of  the  task  force  and  has  been 
doing  a  lot  of  homework  on  this,  and  of  course  we  were  very  dis- 
appointed to  find  out  when  the  initial  drafts  came  over  that  they 
were  talking  about  mammograms  every  other  year  after  the  age  of 
50,  and  Pap  smears  every  3  years  after  you  have  had  three  nega- 
tive ones. 

Now,  why  were  we  upset  about  that?  We  really  feel  that  women 
should  be  under  medical  care  and  scientific  care,  not  political  ra- 
tioning. And  that  has  been  our  problem.  What  would  happen  if 
men  had  to  listen  to  the  three  of  us  debate,  how  often  are  we  going 
to  let  men  be  examined  for  prostate  cancer?  We  don't  want  to  know 
what  the  medical  people  say,  we  just  want  to  say  we  only  have  so 
much  money  and  that  is  where  we  are  going  to  save  the  money. 
I  think  men  would  be  very  offended  and  say  who  do  those  three 
women  think  they  are?  If  we  are  going  to  have  health  care,  we 
don't  want  to  listen  to  them,  we  want  to  listen  to  the  medical  and 
scientific  community.  So  therefore,  we  really  want  to  make  sure 
women  are  treated  the  same  way  men  are  treated  and  that  we  are 
getting  the  best  medical  advice  that  is  available  at  that  time  as  to 
what  preventive  care  is  needed.  That  is  what  we  want  men  to  have 
and  that  is  what  we  want  women  to  have.  We  really  don't  need  po- 
litical advice  from  Congressmen  or  Senators  or  anything  else. 

If  the  rationing  ends  up  being  on  51  percent  of  the  population, 
I  think  a  lot  of  us  are  going  to  have  a  lot  of  trouble  backing  this 
bill.  It  is  very  clear  that  preventive  measures  save  us  megabucks, 
long  term.  And  so  we  ought  to  have  these  preventive  measures. 

Let  me  tell  you  as  someone  who  has  been  through  mammograms 
and  Pap  smears,  if  the  fear  is  that  if  the  taxpayer  covers  them 
these  women  are  going  to  run  out  and  get  as  many  as  they  can, 
let  me  assure  you,  that  isn't  going  to  happen,  because  it  is  not  a 
very  pleasant  test  to  have,  and  the  incentive  is  not,  gee,  somebody 
is  paying  for  it,  so  gee,  why  don't  we  go  again,  you  ready?  I  don't 
think  I  can  sell  any  woman  in  this  room  on  that. 

So,  as  you  know,  Breast  Cancer  Awareness  Week  and  everything 
else — or  month,  is  about  trying  to  get  people  to  overcome  this  anxi- 
ety about  these  tests.  It  is  about  trying  to  get  people  to  go  in  rou- 
tinely every  year  and  check  up.  And  the  same  with  Pap  smears.  We 
are  undoing  the  whole  thing  if  we  are  saying,  yes,  you  should  do 
that,  but  the  Federal  Government  doesn't  uiink  it  is  important 
enough  to  pay  for  it  every  year,  or  whatever. 

So  we  are  really  hoping  this  gets  solved  and  many  other  prob- 
lems in  there.  We  have  some  other  problems  in  there  dealing  with 
women  and  health.  But  that  is  our  bottom  line.  We  don't  want  to 
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end  up  finding  out  we  have  to  go  buy  a  private  policy  for  our  pri- 
vate parts  and  men  have  all  of  their  private  parts  and  their  other 
parts  in  the  public  sector.  You  know,  we  ought  to  have  all  of  our 
parts  in  the  public  sector  and  they  can  have  all  their  parts  in  the 
public  sector,  and  the  idea  about  calling  out  the  private  parts  and 
putting  them  in  the  private  sector  is  just  not  acceptable. 

So  we  are  working  hard  on  that,  and  we  have  had  a  long  time 
effort  working  to  make  sure  that  mammography  and  Pap  smears 
are  uniform.  I  thought  Congressman  Sanders  stories  were  horror 
shows.  The  only  thing  worse  than  not  having  a  mammogram  is 
having  a  bad  mammogram.  The  only  thing  worse  than  not  having 
a  Pap  smear  is  having  a  bad  Pap  smear.  So  we  must  make  sure 
that  there  are  high  quality  standards,  too. 

We  want  to  do  everything  we  can  to  work  with  you,  and  we  are 
delighted  that  you  had  the  concern  at  this  very,  very  proficious 
time  to  bring  this  to  the  forefi*ont  of  the  American  public  so  we  can 
make  sure  we  are  not  chasing  the  train,  we  are  on  the  train  when 
it  leaves  the  station. 

Mr.  Towns.  Thank  you  very  much,  Congresswoman  Schroeder. 

[The  prepared  statement  of  Mrs.  Schroeder  follows:] 
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Mr.  Chairman,  I  want  Co  thank  you  for  having  this  hearing,  and 
for  letting  me  testify. 

As  you  know,  women's  health  care  has  been  a  main  priority  for  the 
Congressional  Caucus  for  Women's  Issues.   As  the  details  of  the 
President's  health  care  reform  emerge,  equitable  coverage  for 
preventive  health  services  like  pap  smears  and  mammographies  have 
become  an  even  bigger  issue. 

The  Caucus  has  met  with  Hilary  Clinton,  and  members  of  the  Task 
Force,  several  times  throughout  this  whole  process,  and  they  know 
how  vital  comprehensive  coverage  for  women's  health  services  are 
to  us.   One  of  the  most  important  things  to  me,  and  to  the 
Caucus,  is  that  under  health  care  reform,  women  are  able  to 
access  appropriate  health  care  services  that  are  consistent  with 
professional,  scientific  recommendations  and  are  flexible  enough 
to  meet  a  patient's  individual  needs.   Simply  put,  when  it  comes 
to  women's  health  care,  we  need  to  be  doing  what  is  medically 
appropriate,  not  politically  advantageous. 

This  is  especially  critical  considering  all  the  work  the  Caucus, 
and  many  of  the  other  groups  testifying  today,  have  been  doing  to 
promote  mammographies,  pap  smears,  and  other  preventive  screening 
for  women.   Our  job  now  is  to  make  sure  that  we  are  all  sending 
the  same  message,  and  that  the  message  is  based  on  solid 
scientific  data.  ' 

We  know  that  mammographies  and  pap  smears  are  the  best  tool  to 
discover  and  treat  cancers  early.   Yet,  many  women,  for  a  variety 
of  reasons,  do  not  seek  these  services  out.   Some  women  cite 
accessibility  and  economics  as  the  biggest  obstacles  in  getting 
preventive  care.   Others  are  skeptical  of  tests'  usefulness.   Our 
message  to  these  women  needs  to  be  that  the  scientists,  not  the 
politicians,  have  determined  that  mammographies  and  pap  smears 
save  lives.   Nothing  less.   Unless  our  new  health  care  system 
covers  preventive  health  care  services  for  women  as  recommended 
by  the  finest  medical  professionals,  we  are  not    doing  our  job. 

The  Caucus  is  devoted  to  providing  women  with  the  very  best 
health  care  available.   Determining  how  that  will  fit  into 
overall  health  care  reform  will  be  an  ongoing  process,  beginning 
with  your  hearings  today. 


THIS  STATlONEnv  PRINTED  ON  PAPER  MADE  Of   HECCLEO  fiBERS 
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Mr.  Towns.  At  this  time  we  call  on  Congresswoman  Vucanovich, 

STATEMENT    OF    HON.    BARBARA    F.    VUCANOVICH,    A    REP- 
RESENTATIVE IN  CONGRESS  FROM  THE  STATE  OF  NEVADA 

Mrs.  Vucanovich.  Thank  you  very  much,  Mr.  Chairman  and 
members  of  the  subcommittee. 

I  agree  with  my  colleagues.  I  certainly  appreciate  this  oppor- 
tunity to  testify  before  this  subcommittee  as  an  elected  Representa- 
tive, a  woman,  a  mother,  and  a  10-year  survivor  of  breast  cancer. 

You  know,  a  decade  ago  when  I  first  came  to  Congress  I  discov- 
ered I  had  breast  cancer,  or  to  be  accurate,  a  mammogram  detected 
that  I  had  breast  cancer.  I  knew  about  breast  self-exam  and  the 
usefulness  of  mammography,  but  no  doctor  had  ever  recommended 
that  I  get  a  mammogram,  so  I  didn't  until  that  fateful  day  when 
my  physician  discovered  a  lump  in  my  breast  and  encouraged  me 
to  get  a  mammogram.  I  am  glad  he  did,  because  I  feel  that  mam- 
mogram saved  my  life. 

I  am  proof  positive  that  mammography  works.  It  saves  lives. 
That  is  why  Congress  has  to  continue  to  provide  coverage  for  these 
screening  tests  through  Medicare  and  must  initiate  coverage 
through  the  Medicaid  system.  More  than  150  Members  of  Congress 
agree  with  me  and  have  cosponsored  legislation  that  I  have  intro- 
duced this  Congress  to  provide  coverage  of  these  tests  for  lower  in- 
come women  and  older  women.  Without  this  coverage,  women  will 
die  from  breast  cancer — 4,000  women  this  year  in  New  York;  225 
women  in  New  Mexico;  200  women  in  my  own  State  of  Nevada; 
and  the  numbers  continue  to  grow  to  an  outrageous  figure  of 
46,000  women  this  year  nationwide.  Forty-six  thousand  women — 
mothers,  children,  wives,  and  friends. 

I  think  we  all  admit  that  no  cure  exists  for  breast  cancer.  Al- 
though, I  am  hoping  and  praying  every  day  we  find  a  cure  so  that 
my  daughters  and  granddaughters  and  even  great  granddaughter 
might  have  a  chance  against  this  devastating  disease,  which  runs 
in  families.  Until  that  time,  detection  is  the  only  way  to  stop  breast 
cancer  in  early  stages  when  it  can  be  better  treated. 

Mammography  is  an  essential  part  of  a  three-point  plan  for  early 
detection  of  breast  cancer  as  recommended  by  the  American  Cancer 
Society  and  the  National  Cancer  Institute — a  monthly  breast  self- 
exam,  a  clinical  exam  by  a  physician,  and  a  base  line  mammogram 
after  the  age  of  40.  For  women  50  or  older,  an  annual  mammogram 
is  recommended. 

With  these  recommendations  by  renowned  professional  medical 
organizations,  I  cannot,  for  the  life  of  me,  understand  why  the  ad- 
ministration offers  substandard  coverage  for  screening 
mammographies  in  its  health  care  proposal.  To  date,  the  adminis- 
tration's health  reform  proposal  will  allow  women  to  obtain  a  mam- 
mogram only  once  every  2  years  after  the  age  of  50.  When  ques- 
tioned on  this  coverage,  the  administration  has  expanded  this  cov- 
erage to  a  more  frequent  basis,  when  it  is  "medically  necessary." 
What  does  the  term  "medically  necessary"  mean?  Does  it  mean 
when  a  woman  is  at  high  risk  because  her  mother  had  breast  can- 
cer, or  does  it  mean  when  a  woman  finds  a  lump?  Or  does  it  just 
mean  being  a  woman? 


17 

I  say  that  we  cannot  wait  that  long.  Women  must  have  this  test 
on  an  annual  basis  as  a  tool  for  early  detection.  Breast  cancer  can- 
not be  prevented,  but  catching  it  early  enough  is  the  only  chance 
for  women,  and  mammography  is  that  chance. 

You  know,  last  weekend  I  hosted  a  breast  cancer  public  edu- 
cation fair  to  share  information  on  early  detection  and  legislative 
efforts  on  this  issue.  I  met  a  very  wonderful,  caring  woman  who 
was  willing  to  share  her  story.  She  was  a  professional  model,  and 
she  was,  as  you  can  imagine,  a  very  attractive  woman  on  the  out- 
side, but  more  than  that,  on  the  inside.  And  she  talked  to  total 
strangers  about  her  experience  with  cervical  cancer,  resulting  in  a 
hysterectomy;  a  few  years  later  breast  cancer  of  the  left  breast,  re- 
sulting in  a  mastectomy;  and  a  couple  of  years  after  that,  cancer 
in  her  right  breast.  As  she  held  back  the  tears,  she  stated  that  can- 
cer had  made  her  realize  all  she  had  missed  during  her  life  of  as- 
sumed achievement  and  described  her  motivation  to  continue  her 
life  and  help  others. 

But  as  we  talk  about  Pap  smears  and  Congressman  Sanders'  sto- 
ries, it  just  makes  my  blood  run  cold  to  hear  that  these  things  do 
happen.  But  I  think  as  we  talk  about  these  things,  mammograms 
and  Pap  smears,  I  keep  thinking  I  wouldn't  have  ever  met  this 
lovely  woman  if  these  tests  hadn't  been  available  to  her.  They 
saved  her  life  and  her  life  has  taken  on  a  new  purpose. 

So,  Mr.  Chairman  and  my  colleagues,  I  am  asking  you  and  all 
of  my  colleagues  to  ask  for  and  command  more  frequent  coverage 
for  early  detection  tests  for  breast  cancer  and  Pap  smears  in  what- 
ever health  care  package  that  comes  forward.  We  are  talking  about 
lives;  they  are  not  just  numbers  on  a  page,  they  are  women,  like 
me  and  like  my  colleagues  here  and  thousands  of  other  women, 
who  just  want  a  chance  to  live. 

So  I  thank  you  again  for  holding  this  hearing.  I  think  all  of  us 
are  aware.  I  had  one  woman  say  she  thought  that  we  were  scaring 
women  to  death  by  talking  about  breast  cancer.  Maybe  we  need  to 
do  that.  I  think  your  holding  this  hearing  is  wonderful,  and  I  ap- 
preciate the  opportunity  to  be  heard.  So  thank  you  very  much. 

[The  prepared  statement  of  Mrs.  Vucanovich  follows:] 
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STATEMENT  OF  THE  HONORABLE  BARBARA  VUCANOVICH  BEFORE  THE  HOUSE  HUMAN 
RESOURCES  AND  INTERGOVERNMENTAL  RELATIONS  SUBCOMMITTEE 

October  15,  1993 


MR.  CHAIRMAN,  I  GREATLY  APPRECIATE  THIS  OPPORTUNITY  TO  TESTIFY  BEFORE 
THIS  SUBCOMMITTEE  AS  AN  ELECTED  REPRESENTATIVE,  A  WOMAN,  A  MOTHER,  AND 
A  TEN  YEAR  SURVIVOR  OF  BREAST  CANCER. 

ONE  DECADE  AGO,  WHEN  I  FIRST  CAME  TO  CONGRESS,  I  DISCOVERED  I  HAD 
BREAST  CANCER.    OR,  TO  BE  ACCURATE,  A  MAMMOGRAM  DETECTED  I  HAD  BREAST 
CANCER.   OH,  I  KNEW  ABOUT  BREAST  SELF  EXAM  AND  THE  USEFULNESS  OF 
MAMMOGRAPHY,  BUT  NO  DOCTOR  HAD  EVER  RECOMMENDED  I  GET  A  MAMMOGRAM.   SO 
I  DIDN'T.   UNTIL  THAT  FATEFUL  DAY  WHEN  MY  PHYSICIAN  DISCOVERED  A  LUMP 
IN  MY  BREAST  ....  AND  ENCOURAGED  ME  TO  GET  A  MAMMOGRAM.   I  AM  GLAD  HE 
DID,  BECAUSE  THAT  MAMMOGRAM  SAVED  MY  LIFE. 

I  AM  PROOF  POSITIVE  THAT  MAMMOGRAPHY  WORKS.   IT  SAVES  LIVES.   THAT  IS 
WHY  CONGRESS  MUST  CONTINUE  TO  PROVIDE  COVERAGE  FOR  THESE  SCREENING 
TESTS  THROUGH  MEDICARE  AND  MUST  INITIATE  COVERAGE  THROUGH  THE  MEDICAID 
SYSTEM.   MORE  THAN  150  MEMBERS  OF  CONGRESS  AGREE  WITH  ME  AND  HAVE 
COSPONSORED  LEGISLATION  I  HAVE  INTRODUCED  THIS  CONGRESS  TO  PROVIDE 
COVERAGE  OF  THESE  TESTS  FOR  LOWER  INCOME  WOMEN  AND  OLDER  WOMEN. 
WITHOUT  THIS  COVERAGE  WOMEN  WILL  DIE  FROM  BREAST  CANCER  —  4,000  WOMEN 
THIS  YEAR  IN  NEW  YORK,  225  WOMEN  IN  NEW  MEXICO,  200  WOMEN  IN  MY  OWN 

STATE  OF  NEVADA  AND  THE  NUMBERS  CONTINUE  TO  GROW  TO  AN  OUTRAGEOUS 

FIGURE  OF  46,000  WOMEN  THIS  YEAR  NATIONWIDE.   46,000  WOMEN  —  MOTHERS, 
CHILDREN,  WIVES,  AND  FRIENDS. 

NO  CURE  EXISTS  FOR  BREAST  CANCER.   IT  DOES  NOT  YET  EXIST,  ALTHOUGH  I 
AM  HOPING  AND  PRAYING  EVERYDAY  SO  THAT  MY  DAUGHTERS,   GRANDDAUGHTERS, 
AND  GREAT-GRANDDAUGHTER  MIGHT  HAVE  A  CHANCE  AGAINST  THIS  DEVASTATING 
DISEASE  WHICH  RUNS  IN  FAMILIES.   UNTIL  THAT  TIME,  DETECTION  IS  THE 
ONLY  WAY  TO  STOP  BREAST  CANCER  IN  EARLY  STAGES  WHEN  IT  CAN  BE  BETTER 
TREATED.   MAMMOGRAPHY  IS  AN  ESSENTIAL  PART  OF  A  THREE  POINT  PLAN  FOR 
EARLY  DETECTION  OF  BREAST  CANCER  AS  RECOMMENDED  BY  THE  AMERICAN  CANCER 
SOCIETY  AND  THE  NATIONAL  CANCER  INSTITUTE —  A  MONTHLY  BREAST  SELF 
EXAM,  A  CLINICAL  EXAM  BY  A  PHYSICIAN,  AND  A  BASELINE  MAMMOGRAM  AFTER 
AGE  40.   FOR  WOMEN  50  AND  OLDER,  AN  ANNUAL  MAMMOGRAM  IS  RECOMMENDED. 

WITH  THESE  RECOMMENDATIONS  BY  RENOWNED  PROFESSIONAL  MEDICAL 
ORGANIZATIONS,  I  CANNOT,  FOR  THE  LIFE  OF  ME,  UNDERSTAND  WHY  THE 
ADMINISTRATION  OFFERS  SUBSTANDARD  COVERAGE  FOR  SCREENING  MAMMOGRAPHIES 
IN  ITS  HEALTH  CARE  PROPOSAL.   TO  DATE,  THE  ADMINISTRATION'S  HEALTH 
REFORM  PROPOSAL  WILL  ALLOW  WOMEN  TO  OBTAIN  A  MAMMOGRAM  ONLY  ONCE  EVERY 
TWO  YEARS  AFTER  THE  AGE  OF  50.   WHEN  QUESTIONED  ON  THIS  COVERAGE,  THE 
ADMINISTRATION  HAS  EXPANDED  THIS  COVERAGE  TO  A  MORE  FREQUENT  BASIS 
"WHEN  IT  IS  MEDICALLY  NECESSARY".   WHAT  DOES  THE  TERM  "MEDICALLY 
NECESSARY"  MEAN?   DOES  IT  MEAN  WHEN  A  WOMAN  IS  AT  HIGH  RISK  BECAUSE 
HER  MOTHER  HAD  BREAST  CANCER?   DOES  IT  MEAN  WHEN  A  WOMAN  FINDS  A  LUMP? 
OR  DOES  IT  JUST  MEAN  BEING  A  WOMAN?    I  SAY  TO  YOU,  THAT  WE  CANNOT 
WAIT  THAT  LONG  —  WOMEN  MUST  HAVE  THIS  TEST  ON  AN  ANNUAL  BASIS  AS  A 
TOOL  FOR  EARLY  DETECTION.   BREAST  CANCER  CANNOT  BE  PREVENTED,  BUT 
CATCHING  IT  EARLY  ENOUGH  IS  THE  ONLY  CHANCE  FOR  WOMEN.   AND 
MAMMOGRAPHY  IS  THAT  CHANCE. 
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LAST  WEEKEND,  I  HOSTED  A  BREAST  CANCER  PUBLIC  EDUCATION  FAIR  TO  SHARE 
INFORMATION  ON  EARLY  DETECTION  AND  LEGISLATIVE  EFFORTS  ON  THIS  ISSUE. 
I  WAS  FORTUNATE  ENOUGH  TO  MEET  A  WONDERFUL,  CARING  WOMAN  WHO  WAS 
WILLING  TO  SHARE  HER  STORY.   A  PROFESSIONAL  MODEL,  SHE  WAS  INDEED 
GORGEOUS  ON  THE  OUTSIDE,  BUT  MORE  THAN  THAT,  ON  THE  INSIDE.   SHE 
EXPLAINED  TO  TOTAL  STRANGERS  HER  EXPERIENCE  WITH  CERVICAL' CANCER  - 
RESULTING  IN  A  HYSTERECTOMY,  A  FEW  YEARS  LATER  BREAST  CANCER  OF  THE 
LEFT  BREAST  —  RESULTING  IN  A  MASECTOMY,  AND  A  COUPLE  YEARS  AFTER 
THAT,  CANCER  IN  HER  RIGHT  BREAST.   AS  SHE  HELD  BACK  THE  TEARS,  SHE 
STATED  THAT  CANCER  HAD  MADE  HER  REALIZE  ALL  THAT  SHE  HAD  MISSED  DURING 
HER  LIFE  OF  ASSUMED  ACHIEVEMENT,  AND  DESCRIBED  HER  MOTIVATION  TO 
CONTINUE  HER  LIFE  AND  HELP  OTHERS.   AS  WE  TALK  ABOUT  PAP  SMEARS  AND 
MAMMOGRAMS  TODAY,  I  REALIZE  THAT  I  MAY  NOT  HAVE  MET  THIS  SELFLESS 
WOMAN  IF  THOSE  TESTS  HAD  NOT  BEEN  AVAILABLE  TO  HER.   THEY  HAVE  SAVED 
HER  LIFE  AND  HER  LIFE  HAS  TAKEN  ON  A  NEW  PURPOSE.   A  PURPOSE  I  SHARE. 

MR.  CHAIRMAN,  I  AM  ASKING  YOU  AND  ALL  OF  MY  COLLEAGUES  TO  DEMAND  MORE 
FREQUENT  COVERAGE  FOR  EARLY  DETECTION  TESTS  FOR  BREAST  CANCER  AND  PAP 
SMEARS  IN  WHATEVER  HEALTH  CARE  PACKAGE  THAT  COMES  FORWARD.   WE  ARE 
TALKING  ABOUT  LIVES  —  THEY  ARE  NOT  JUST  NUMBERS  ON  A  PAGE  —  THEY  ARE 
WOMEN,  LIKE  ME  AND  THOUSANDS  OF  OTHER  WOMEN  WHO  JUST  WANT  A  CHANCE 
TO  LIVE. 
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Mr,  Towns.  Let  me  thank  all  three  of  you  for  your  testimony, 
and  also  thank  you  for  the  leadership  that  you  have  provided 
through  the  years. 

I  think  preventive  women's  health  is  something  we  will  all  have 
to  get  very,  very  involved  in  to  make  certain  that  whatever  package 
is  finally  put  together,  does  not  ignore,  or  leave  women  out.  I  think 
that  the  way  to  do  this  is  to  have  hearings  like  this  and  to  make 
certain  that  this  information  is  available,  and  that  the  community 
at  large  is  aware  of  some  of  the  problems  that  we  have  in  terms 
of  the  overall  health  package.  You  are  doing  a  fantastic  job  in  doing 
that. 

Let  me  just  raise  one  question  with  you.  What  kind  of  message 
does  the  proposed  plan  send  out  to  women,  particularly  low-income 
women,  when  it  covers  Pap  tests  and  mammograms  in  such  a  lim- 
ited fashion,  when  it  almost  says,  well,  "it  is  nne  if  you  do;  fine  if 
you  don't"  type  of  an  arrangement?  What  do  you  think  is  the  mes- 
sage to  low-income  women,  and  especially  in  terms  of  the  black 
community? 

Mrs.  Collins.  Well,  I  think  it  says  to  low-income  women,  and  to 
African  American  women  in  particular,  that  the  country  doesn't 
care  about  their  health.  I  think  it  says  to  them  that,  you  know,  we 
can't  give  you  preventive  care,  but  then  we  are  willing  to  put  you 
in  the  hospital  if  you  ai  e  at  the  point  of  death  where  your  cancer 
has  to  be  treated  extraordinarily.  I  think  it  is  a  wrong  signal  that 
is  being  sent. 

I  think  that  preventive  medicine  should  be  the  wave  of  the  fu- 
ture. I  believe  that  to  wait  until  a  person  has  found  out  that  they 
already  have  cancer,  that  cancer  has  metastasized,  and  then  spend- 
ing much  more  money  than  is  necessary  to  keep  that  person  living 
comfortably  until  God  decides  to  take  tnat  person  away,  is  not  ful- 
filling the  mission  of  being  a  true,  caring  country.  I  think  that  to 
five  this  suggestion  to  any  person  that  preventive  care  is  not  the 
ind  of  care  we  want  to  give  you  is  not  in  keeping  with  a  good  de- 
mocracy; it  is  certainly  not  medically  correct,  and  I  think  it  is 
something  we  should  not  do. 

Mrs.  VucANOViCH.  I  totally  agree,  and  I  think  people  are  becom- 
ing more  aware  that  preventive  medicine  does  save  money  and  we 
certainly  need  to  do  that.  But  to  really  reach  a  lot  of  these  people, 
we  need  to  have  an  open  dialog,  and  I  think,  as  you  have  noticed 
in  the  last  couple  of  years,  that  certainly  a  lot  of  the  companies 
that  pay  for  television  have  made  this  an  open  discussion,  and  an 
open  subject  for  people. 

We  certainly  have  got  to  reach  the  people  who  need  to  be  reached 
on  this  issue,  and  a  lot  of  them  literally  don't  know  about  or  feel 
they  can't  afford  a  mammogram  or  a  Pap  smear.  You  know,  I 
think,  cost  is  a  factor.  It  shouldn't  be  a  factor  for  people.  They  could 
say  well,  gee,  I  have  to  go  to  the  grocery  store  and  I  can't  afford 
to  have  a  mammogram.  That  is  the  wrong  message.  I  think  we 
need  to  help  them  pay  for  it. 

Mrs.  ScHROEDER.  I  would  agree  with  everything,  and  just  add 
one  more  thing,  and  that  is  that  I  think  that  the  Federal  Govern- 
ment is  saying  to  people  that,  you  know,  we  are  not  going  to  pay 
for  these  except  randomly  or  every  so  often.  I  think  they  are  com- 
municating they  are  not  very  important,  that  the  tests  aren't  very 
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important,  or  maybe  that  there  isn't  the  scientific  backup  that  we 
know  there  is  as  to  how  important  these  are. 

So  I  think  it  sends  all  the  wrong  messages,  like  it  is  something 
you  can  do  if  you  really  want  to,  but  it  is  almost  like  a  designer 
test  or  something,  and  I  think  the  scientific  data  that  you  are  going 
to  hear  later  on  is  so  overwhelming  that  this  really  aoes  help  pre- 
vent catastrophic  disease,  and  this  early  screening  is  so  very  impor- 
tant, and  the  widespread — ^how  widespread  it  is  in  our  society.  It 
is  amazing  to  me  that  you  could  think  anybody  could  have  an  ade- 
quate physical  and  not  cover  these.  So  I  think  it  really  sends  a  very 
confused  message. 

Mr.  Towns.  All  right.  Thank  you  very  much. 

At  this  time,  I  yield  to  Congressman  Schiff,  the  ranking  member. 

Mr.  Schiff.  Thank  you,  Mr.  Chairman.  I  want  to  again  thank 
our  colleagues  for  offering  to  be  witnesses  here  today. 

I  have  to  say  that  I  am  concerned  that  the  entire  plan,  once  we 
receive  it  in  the  form  of  a  bill  from  the  administration,  may,  in  fact, 
turn  out  to  be  political  rationing  because  the  government  was  going 
to  define  what  the  benefit  levels  are  for  all  Americans  or  partici- 
pants, which  is  about  all  Americans.  If  we  do  in  fact  adopt  such 
a  plan,  I  certainly  agree  with  the  witnesses  that  we  want  to  be 
sure  that  scientific  evidence  and  not  political  decisionmaking  estab- 
lishes these  levels. 

I  would  like  to  say,  since  we  do  not  yet  have  a  specific  bill  from 
the  administration,  but  we  do  certainly  have  their  concepts  stated 
many  times,  I  would  like  to  ask  the  witnesses  two  questions:  It 
seems  to  me  no  matter  what  level  we  set  for  mammography,  there 
will  always  be  those  individual  women  patients  who  feel  personally 
that  they  wish  to  get  a  mammogram  more  often.  For  those  individ- 
uals who  can  afford  to  do  so,  and  I  understand  that  raises  an  eco- 
nomic issue,  but  for  those  who  can  afford  to  do  so,  I  would  like  to 
ask  the  witnesses  if  it  is  their  understanding  of  the  plan  from  the 
administration  that  such  individuals  will  be  allowed  to  privately 
pay  for  an  additional  mammogram  if  they  wish  to,  or  if  they  are 
not  allowed  to  go  past  whatever  the  government  level  of  benefits 
is? 

Mrs.  VUCANOVICH.  I  don't  know.  I  don't  know  the  answer  to  that, 
Mr.  Schiff,  and  I  think  in  a  sense,  that  is  too  bad,  if  that  is  going 
to  be  the  case.  I  would  hope  people  would  not  be  prevented  from 
paying  for  it.  But  certainly  an  annual  mammogram  as  a  general 
rule  is  plenty. 

Mrs.  Collins.  Let  me  say  this,  that  on  the  joint  hearings  that 
we  have  been  having  in  the  Energy  and  Commerce  Committee,  the 
question  has  been  raised  somewhat,  and  it  is  mv  understanding 
that  if  a  person,  from  a  policy  standpoint,  that  if*^a  person  wants 
to  do  something  besides  the  basic  core  plan  that  everybody  is  going 
to  have,  that  they  will  have  the  ability  to  get  some  kind  of  supple- 
mental plan  or  do  some  supplemental  buying  of  whatever  it  is  tnat 
they  need.  So  if  a  person  decides  that  they  want  to  have  an  annual 
mammogram  after  age  60,  for  example,  tney  will  be  able  to  do  so. 
There  will  be  nothing  to  prohibit  them  from  doing  that. 

Mr.  Schiff.  The  second  question  I  have  is,  the  administration's 

f>roposal  is  to  enroll  people  into  regional  alliances.  And  regional  al- 
iances,  as  I  understand  it,  are  not  supposed  to  be  larger  than  a 
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given  State  boundaries  because  States  are  supposed  to  be  the  pri- 
mary administrators.  Let  us  suppose,  particularly  in  a  case  where 
cancer  has  been  detected,  that  a  patient  believes  that  the  best  spe- 
cialist to  treat  that  particular  cancer,  whether  it  is  breast  cancer 
or  cervical  cancer  or  any  kind  of  cancer,  is  a  specialist  in  another 
State.  Will  the  administration's  plan,  if  the  witnesses  know  at  this 
time,  allow  for  individuals  under  those  circumstances  to  utilize  spe- 
cialists who  happen  to  be  in  other  States  than  where  they  reside? 

Mrs.  ScHROEDER.  Well,  I  think  you  know  that  the  plan  has  not 
been  sent  up  here  in  its  final  form.  My  understanding  is  there  will 
be  an  allowance  of  a  fee-for-service  type  of  plan,  if  that  is  where 
they  want  to  go,  and  obviously  fee-for-service  means  that  you  are 
not  in  an  HMO,  that  you  could  go  other  places.  So  I  suppose  it  just 
depends  on  what  the  final  details  are.  But  it  appears  that  they  are 
given  those  options  from  the  early  outline  that  we  have  seen. 

Mr.  SCHIFF.  Well,  as  you  say,  Congresswoman  Schroeder,  we 
don't  have  the  detail  of  the  plan  yet.  I  have  heard,  however,  that 
it  may  be  that  even  in  a  fee-for-service  option  under  the  plan,  that 
that  is  limited  to  physicians  who  are  in  the  alliance,  which  is  to 
say  physicians  who  are  in  the  same  State  as  the  patient.  I  have  not 
heard  for  sure  whether  there  will  be  an  option  under  certain  cir- 
cumstances to  utilize  specialists  in  other  States,  and  I  wonder  if 
you  have  any  additional  information  on  that. 

Mrs.  Collins.  I  don't  have  any  additional  information,  but  let  me 
say  this.  I  believe  a  question  that  was  quite  similar  to  that  came 
up  at  the  last  hearing  that  we  had  on  Tuesday  of  this  week  regard- 
ing this,  and  it  is  my  understanding  that  if  they  border  each 
other — now,  I  may  be  all  wet — but  it  is  my  understanding  that  if 
States  border  each  other,  that  perhaps  there  could  be  some  cross- 
ing of  lines  within  a  region  of  alliances.  Now,  this  is  the  way  I  un- 
derstood it  to  be. 

I  don't  know  I  have  the  impression  that  if  I  were  in  Illinois  or — 
or  say  I  was  in  Gary,  IN  and  there  was  a  doctor  across  the  line 
in  Chicago  that  I  wanted  to  go  to,  I  could  do  that.  I  don't  think  that 
if  I  am  in  Illinois,  I  could  go  to  New  York  to  a  doctor.  I  don't  know 
if  it  means  that  or  not.  But  that  has  to  be  clarified  and  since  the 
question  has  arisen  both  here  and  in  our  last  hearing,  I  am  sure 
that  somebody  will  be  looking  for  an  answer  to  it. 

Mrs.  Schroeder.  I  think  it  is  a  reasonable  test  and  we  will  have 
to  see  what  happens,  but  obviously  if  you  found  a  doctor  in  Paris, 
France  and  it  happened  to  be  April,  there  may  be  a  little  trouble. 

Mr.  ScfflFF.  I  am  not  sure  the  plan  will  allow  that  utilization. 

Mr.  Chairman,  I  thank  the  witnesses  again  and  I  yield  back. 

Mr.  Towns.  Thank  you  very  much,  Congressman  Schiff. 

Congressman  Sanders. 

Mr.  Sanders.  Thank  you,  Mr.  Chairman. 

I  share  Mr.  Schiff  s  concerns  about  some  of  the  proposed  aspects 
of  the  Clinton  plan.  I  would  urgently  hope  that  he  would  join  my- 
self and  88  other  Members  of  the  Congress  in  supporting  the  sin- 
gle-payer concept. 

Mr.  Schiff.  If  the  gentleman  will  yield,  I  consider  that  out  of  the 
frying  pan,  as  they  say. 

Mr.  Sanders.  The  payroll  guarantee,  freedom  of  choice  for  all 
people  and  the  discrimination,  rich  and  poor  will  be  treated  alike. 
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Second,  I  do  want  to  congratulate  our  guests  here  today.  As  you 
all  know,  as  a  result  of  the  women's  movement  over  the  last  few 
years,  enormous  progress  has  been  made  in  raising  the  conscious- 
ness on  women's  health  needs.  I  congratulate  you. 

The  question  that  I  would  like  to  ask  is  since  evidence  is  incon- 
clusive for  mammography  for  women  over — ^for  women  under  50, 
shouldn't  we  be  doing  larger  clinical  trials  to  screen  younger 
women  and  offer  women  the  choice  of  coverage  without  any  dfis- 
crimination  against  those  who  can't  afford  to  pay? 

Mrs.  SCHROEDER.  Congressman  Sanders,  anything  in  that  area 
makes  sense  to  me.  As  you  know,  the  one  NIH  test  that  they  did 
on  breast  cancer  they  did  on  men,  which  was  a  little  disconcerting 
until  the  Congresswomen  came  in  and  started  saying  enough  of 
this  stuff. 

So  obviously  we  are  way  behind  the  curve  of  where  we  would  like 
to  be  in  having  more  information,  and  what  my  choice  would  be  is 
that  we  leave  it — that  the  plan  ends  up  being  in  a  form  where  it 
can  grow  as  this  research  comes  in  and  as  medical  advice  comes 
in.  And  that  is  why  I  think  rather  than  saying  how  many  times 
and  what  ages  and  how  often  and  all  of  that,  what  you  really  want 
to  say  is  I  think  the  three  of  us  want  the  best  medical  advice,  pe- 
riod, and  understanding  that  that  is  a  dynamic  thing  that  will  be 
changing,  especially  vis-a-vis  women,  because  it  was  ignored  for  so 
long.  So  that,  I  think  would  get  us  out  of  the  woods  in  all  of  that 
and  stop  the  micromanaging  that  we  tend  to  love  to  do  when  it 
comes  to  women. 

Mrs.  VUCANOVICH.  I  think  we  really  need  to  stay  with  the  cur- 
rent guidelines  that  are  put  forth  by  the  American  Cancer  Society, 
NIH,  and  NCI  until  we  see  something  different. 

Mr.  Sanders.  OK.  Thank  you. 

Mr.  Towns.  Thank  you  very  much.  Congressman  Sanders. 

We  would  like  to  welcome  to  the  subcommittee,  and  at  the  same 
time  yield  to  him.  Congressman  Portman  from  Ohio,  a  brand  new 
Member  to  the  Congress  and  a  future  member  to  the  subcommit- 
tee. We  are  delighted  to  have  you. 

I  yield  now  to  Congressman  Portman. 

Mr.  Portman.  Mr.  Chairman,  I  had  no  questions,  but  after  that, 
I  guess  I  do. 

Thank  you  for  welcoming  me  to  the  subcommittee.  I  am  happy 
to  be  here. 

I  thank  my  colleagues  for  coming  this  morning,  I  am  sorry  I 
couldn't  have  been  here  for  your  testimony. 

My  general  question  I  think  has  been  covered  somewhat  already, 
but  it  is  in  the  area  of  prevention.  I  believe  firmly  that  prevention 
is  a  critical  part  of  whatever  plan  we  come  up  witn  eventually,  and 
I  think  the  President  shares  that,  as  do  my  colleagues  here  on  the 
panel.  I  guess  my  question  to  vou  is,  what  shouldf  we  be  doing  in 
the  context  of  this  national  health  care  proposal  in  the  area  of  more 
education,  more  consciousness  as  to  women's  health  issues  in  the 
area  of  prevention?  What  can  we  do? 

Mrs.  ScHROEDER.  Well,  I  think  most  women  tend  to  listen  to 
their  doctors,  and  if  we  end  up  with  a  plan  that  says  go  with  the 
medical  advice  and  go  with  what  the  Cancer  Institute  and  every- 
thing is  saying,  if  that  is  what  the  plan  recommends  and  says  we 
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will  cover  that,  I  think  that  is  the  best  way,  because  they  are  then 
getting  educated  where  you  want  them  to  be  educated,  in  the  medi- 
cal offices  where  they  go  for  their  care. 

If  instead  you  have  doctors  saying  well,  I  really  recommend  this, 
but  this  isn't  covered,  so  you  will  have  to  pay  for  it,  then  they  see 
that  there  is  a  conflict,  maybe  it  is  not  that  important,  because  we 
all  said  prevention  is  so  important,  but  we  are  not  covering  it,  so 
it  must  not  be  as  important  as  the  other  things.  I  think  then  we 
start  sending  all  sorts  of  mixed  signals,  and  I  think  that  is  why 
there  is  just  a  very  simple,  clear,  bright  line  that  we  hope  to  have 
come  down,  and  anything  other  than  that  I  think  gets  messy. 

Mrs.  VUCANOVICH.  I  think  everybody  in  this  country  is  going  to 
have  some  input  on  this  health  care  plan.  As  we  all  know,  there 
are  several  of  them  out  there  besides  the  administration's,  and  I 
think  it  is  going  to  be  a  healthy  discussion  all  over  the  country.  I 
think  it  has  to  be,  because  we  are  asking  people  to  buy  into  what- 
ever is  going  to  happen  in  their  lives.  So  I  think  that  what  we  can 
do  is  to  speak  out  and  try  to  have  some  input  into  what  does  finally 
come  out. 

Mrs.  Collins.  I  think  that  a  great  deal  of  interest  is  already 
there.  All  of  us  get  letters  from  various  groups,  AARP,  and  from 
the  doctors  and  from  the  trial  lawyers  and  from  the  nurses  and  so 
forth.  But  I  am  sure  that  all  of  you  have  received  volumes  of  mail, 
as  have  I,  from  individuals  who  are  concerned  about  their  individ- 
ual health  plans;  how  it  is  going  to  affect  them  and  so  forth. 

I  am  not  a  statistician  by  far,  but  the  sheer  volume  of  mail  that 
I  have  received  since  the  President's  speech  tells  me  that  mass 
America  knows  what  is  going  on,  that  they  want  to  have  more  an- 
swers here,  that  they  want  to  educate  themselves  about  what  is 
going  on. 

I  dare  say  that  I  know  from  reading  our  Chicago  newspapers 
that  most  of  the  Members  who  are  in  Congress  from  the  Chicago 
area  have  already  had  health  care  task  force  meetings.  We  have 
been  asked  to  have  two  or  three  at  different  places  throughout  the 
district.  There  is  a  lot — just  a  vast,  an  exploding  area  of  interest 
in  the  matter,  and  I  think  that  as  we  talk  to  people,  as  we  get 
home  to  our  districts,  et  cetera,  they  will  begin  to  know  more. 

The  media,  the  media  has  been  writing  articles,  will  continue  to 
write  articles.  They  are  on  the  telephone  all  the  time  wanting  to 
know  about  this  and  that  aspect,  so  I  think  the  public  is  becoming 
very  educated,  and  it  is  a  great  public  debate  at  this  point  in  time, 
and  will  continue. 

Mr.  PORTMAN.  Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Any  time  you  get  Avon  and  Liz  Claiborne  and  every- 
body involved  in  it,  I  think  we  are  moving  in  the  right  direction. 
At  this  time  I  yield  to  Congressman  Barrett. 

Mr.  Barrett.  Thank  you,  Mr.  Chairman.  Most  of  the  questions 
I  had  have  been  answered.  I  just  want  to  congratulate  my  col- 
leagues for  bringing  this  to  our  attention.  I  think  it  is  important 
that  we.  Members  of  Congress,  become  educated  as  well. 

Obviously,  you  are  doing  a  very  good  job  at  that.  As  the  edu- 
cation process  continues,  I  think  you  will  have  more  and  more 
Members  who  recognize  the  shortcomings  of  the  current  plan.  So 
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I  am  very  optimistic  that  we  will  be  able  to  add  this  and  I  certainly 
support  your  efforts. 

Mrs.  Collins.  Thank  you. 

Mrs.  ScHROEDER.  Thank  you. 

Mr.  Towns.  Thank  you  very  much  for  your  testimony.  It  has 
been  very,  very  helpful.  I  look  forward  to  working  witn  you  in 
terms  of  shaping  legislation  that  in  the  final  analysis  we  will  all 
be  proud  of  and  that  as  a  result,  the  people  in  America  will  be 
much  healthier. 

Thank  you  very  much. 

Mrs.  ScHROEDER.  Thank  you. 

Mrs.  COLLLNS.  Thank  you  very  much,  Mr.  Chgiirman. 

Mrs.  VucANOViCH.  Thank  you,  Mr.  Chairman. 

Mr.  Towns.  I  would  like  to  call  our  next  panel.  Dr.  Edward 
Sondik,  please  come  forward;  Dr.  Robert  Smith,  Dr.  Richard  Green, 
and  Linda  Smart-Smith. 

Dr.  Sondik  is  the  Deputy  Director,  Division  of  Cancer  Control 
and  Prevention,  of  the  National  Cancer  Institute  [NCI];  Dr.  Smith 
is  senior  director  for  detection  programs,  American  Cancer  Society; 
Dr.  Green  is  a  fellow  at  the  American  College  of  Obstetricians  and 
Gynecologists;  Linda  Smart-Smith,  R.N.,  clinical  director  of 
Planned  Parenthood,  Brooklyn,  NY. 

Before  we  get  started,  I  have  to  say,  I  am  a  little  concerned.  NCI, 
put  out  new  guidelines,  and  of  course  we  were  informed  by  the 
press,  and  not  by  NCI  that  NCI  had  put  out  these  new  guidelines. 
I  would  like  to  say  to  you  Dr.  Sondik,  that,  this  is  a  subcommittee 
that  has  oversight  activities  over  NCI  and  we  have  been  very  in- 
volved in  this  issue  for  quite  some  time.  We  find  it  a  little  strange 
that  the  day  before  this  subcommittee's  hearing  on 
mammographies,  NCI  puts  out  its  revised  mammography  guide- 
lines to  the  media  without  any  communication  to  the  subcommit- 
tee. 

I  want  to  go  on  record  in  letting  you  know  my  concern  when 
things  like  this  happen.  I  just  want  to  share  that  with  you  before 
we  get  started. 

I  would  also  like  to  thank  all  of  the  witnesses  for  taking  time  out 
of  their  busy  schedules  to  be  with  us  today.  We  would  ask  each  of 
you  to  testity  and  then  we  will  have  questions  for  the  panel. 

In  the  interests  of  time,  we  ask  that  you  summarize  your  testi- 
mony in  approximately  5  minutes  so  that  we  will  have  ample  time 
to  ask  questions.  Just  in  case  you  loose  track  and  might  not  know 
what  5  minutes  is  all  about — I  know  how  these  things  could 
occur — we  have  a  light  on  the  table  that  will  start  out  green,  and 
will  become  red  when  your  5  minutes  are  up.  So  we  will  help  you 
to  recognize  5  minutes. 

The  full  text  of  your  written  statement  will  be  included  in  the 
record. 

Why  don't  we  move  forward  with  Dr.  Smith  of  the  American 
Cancer  Society. 

STATEMENT  OF  ROBERT  SMITH,  Ph.D.,  SENIOR  DIRECTOR  FOR 
DETECTION  PROGRAMS,  AMERICAN  CANCER  SOCIETY 

Dr.  Smith.  Mr.  Chairman,  members  of  the  subcommittee,  I  am 
grateful  for  the  privilege  to  be  here  this  afternoon.  The  American 
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Cancer  Society  pledges  to  work  with  the  Congress  and  the  Presi- 
dent to  enact  reforms  that  will  best  meet  the  needs  of  cancer  pa- 
tients and  potential  cancer  patients. 

We  commend  you,  Mr.  Chairman,  for  conducting  this  hearing  on 
women's  health  aspects  of  health  care  reform.  The  Clinton  plan  is 
at  variance  with  the  breast  cancer  screening  guidelines  of  the 
American  Cancer  Society  and  10  other  national  medical  organiza- 
tions insofar  as  it  does  not  provide  the  routine  mammography  for 
women  between  the  ages  of  40  and  49  years  and  provides  only  for 
biennial  mammography  for  women  aged  50  to  64  with  no  mention 
of  clinical  breast  examination  for  either  age  group. 

The  White  House  has  added  that  screening  mammography  will 
be  available  to  women  aged  40  to  49  and  more  frequently  every  2 
years  for  women  aged  50  to  64  if  they  fall  into  particular  high-risk 
categories. 

Let  me  express  my  concern  about  these  elements  of  the  plan.  We 
have  solid  epidemiologic  and  clinical  evidence  of  studies  that  in- 
cluded a  wide  age  range  of  women  that  routine  breast  cancer 
screening  is  effective  in  reducing  death  from  this  disease.  Regard- 
ing women  aged  40  to  49,  while  the  majority  of  studies  are  sugges- 
tive of  a  benefit  from  screening  in  this  age  group,  in  none  has  this 
difference  achieved  conventional  criteria  for  statistical  significance. 
However,  there  is  compelling  inferential  evidence  that  screening 
can  be  as  effective  in  this  age  group  as  has  been  more  convincingly 
demonstrated  in  women  aged  50  years  and  older. 

The  American  Cancer  Society  and  11  other  organizations  found 
these  data  and  data  from  observational  studies  to  be  sufficiently 
compelling  to  recommend  that  women  aged  40  to  49  be  screened 
every  1  to  2  years  with  mammography,  women  aged  50  years  and 
older  be  screened  annually  with  mammography  and  clinical  breast 
examination. 

While  there  is  some  evidence  that  screening  in  older  women  may 
be  done  less  often,  we  are  not  aware  that  it  has  been  scientifically 
demonstrated  that  a  biennial  interval  is  equally  effective  beginning 
at  age  50,  compared  with  a  later  age,  perhaps  age  55  when  a  ma- 
jority of  women  are  postmenopausal. 

Mr.  Chairman,  you  and  your  colleagues  have  heard  and  will  con- 
tinue to  hear  statements  that  assert  that  the  best  or  most  recent 
science  shows  no  benefit  for  mammography  in  reducing  mortality 
from  breast  cancer  in  women  aged  40  to  49.  Colloquiums  of  science 
can  be  misleading  because  as  scientists  and  clinicians  we  often 
speak  with  great  confidence  about  what  we  know  and  do  not  know, 
and  the  use  of  expressions  such  as  "no  evidence"  and  "no  benefit" 
may  truly  mean  something  different  than  what  is  asserted. 

We  cannot  truly  speak  with  that  degree  of  scientific  confidence 
about  screening  women  ages  40  to  49.  Those  who  oppose  screening 
in  this  age  group  base  their  decision  more  on  the  absence  of  clear 
evidence  from  randomized  clinical  trials  that  screening  is  effective 
rather  than  the  presence  of  clear  evidence  that  it  is  not. 

Does  the  provision  for  breast  cancer  screening  leave  women  vul- 
nerable? In  some  ways  it  does. 

In  addition  to  the  general  benefits,  supporters  of  this  element  of 
the  plan  have  argued  that  high  risk  women  for  whom  it  is  deemed 
medically  necessary  can  be  screened  more  frequently.  In  principle. 
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that  is  a  worthy  idea,  and  for  some  diseases  it  is  practical.  How- 
ever, for  breast  cancer  this  strategy  is  unworkable. 

Attempts  to  determine  if  it  is  feasible  to  identify  a  significant 
proportion  of  the  population  at  especially  low  risk  or  high  risk  on 
the  basis  of  established  risk  factors  and  screen  these  groups  accord- 
ingly, have  shown  that  the  effort  would  fail  to  identify  nearly  80 
percent  of  the  cases,  and  with  the  exception  of  a  small  proportion 
of  women  who  are  at  very  high  risk  due  to  a  strong  family  history, 
the  most  important  risk  factor  for  the  average  woman  is  her  age. 

With  respect  to  screening  for  cervical  and  endometrial  cancer, 
the  Clinton  plan  is  in  closer  agreement  with  the  American  Cancer 
Society  guidelines.  The  basic  benefit  package  provides  for  pelvic  ex- 
amination and  Pap  smear  every  3  years  before  the  age  of  19  if  a 
woman  has  reached  childbearing  age  and  is  at  risk  for  cervical  can- 
cer and  a  similar  provision  exists  for  women  between  the  age  of  20 
and  39,  after  three  negative  smears  have  been  obtained.  We  would 
argue  that  the  provision  for  three  consecutive  negative  smears 
should  hold  from  the  initiation  of  Pap  smear  testing,  if  before  age 
20,  rather  than  beginning  only  after  age  20. 

Further,  the  American  Cancer  Society  recommends  an  annual 
pelvic  examination  after  the  age  of  40  for  the  purpose  of  screening 
for  endometrial  cancer  with  possible  benefits  for  earlier  detection 
of  ovarian  cancer.  While  screening  for  cervical  cancer  reasonably 
may  be  performed  less  frequently  than  annually,  since  it  is  only 
partially  effective  in  detecting  endometrial  cancer,  our  guidelines 
recommend  an  annual  pelvic  examination  for  women  aged  40  and 
older.  Since  the  risk  of  endometrial  cancer  may  be  higher  on 
women  on  estrogen  replacement  therapy,  the  advantage  of  an  an- 
nual pelvic  examination  in  this  gproup  is  perhaps  further  reinforced. 

Mr.  Chairman,  the  past  decade  has  seen  an  unprecedented  in- 
crease in  the  acceptance  and  utilization  of  mammography  by 
women  in  this  country.  We  have  also  witnessed  growing  attention 
to  meeting  the  early  detection  needs  of  low-income  women  in  mi- 
nority populations. 

The  American  Cancer  Society  has  been  a  strong  advocate  for  the 
Centers  for  Disease  Control's  Breast  and  Cervical  Cancer  Detection 
Program  and  has  established  a  memorandum  of  understanding  as 
a  commitment  for  the  collaboration  at  the  national  level  and  be- 
tween our  divisions  and  State  health  departments  at  the  State  and 
local  level.  If  the  basic  benefits  section  of  this  plan  is  not  clarified, 
we  have  the  potential  for  the  very  circumstances  this  plan  mani- 
festly intends  to  rectify — a  two-tiered  system  of  health  care. 

Our  greatest  concern  is  for  those  women  who  want  this  examina- 
tion, but  will  be  unable  to  obtain  it  because  it  is  financially  prohibi- 
tive to  them  and  their  families.  Several  years  of  providing  this  ben- 
efit to  many  poor  women  in  the  CDC  program,  the  government  is 
now  proposing  to  withdraw  it. 

Two  weeks  ago  in  Geneva,  Switzerland,  I  attended  the  inter- 
national union  against  cancer  meeting  on  breast  cancer  screening 
in  premenopausal  women  in  developed  countries.  Attendees  in- 
cluded leading  investigators  from  the  major  European  and  North 
American  studies  of  breast  cancer  screening  in  younger  women, 
and  reports  were  issued  and  debated. 
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On  the  issue  of  screening  women  aged  40  to  49  years,  the  conclu- 
sions and  recommendations  of  the  workshop  were  supported  by  the 
conference  and  thus  became  a  concluding  document.  It  concluded 
that  one,  the  existing  scientific  data  are  inadequately  designed  to 
answer  this  important  question  of  efficacy  of  screening  younger 
women,  two,  the  situation  regarding  the  effectiveness  of  screenmg 
women  aged  40  to  49  is  one  of  uncertainty,  and  three,  the  greater 
costs  of  this  uncertainty  are  borne  by  the  women  who  face  the  risks 
of  breast  cancer.  The  meeting  concluded  that  to  achieve  compelling 
insights  into  the  potential  to  significantly  reduce  deaths  in  this  age 
group,  a  major  new  study  with  strong  international  participation 
should  be  initiated. 

In  conclusion,  Mr.  Chairman,  the  American  Cancer  Society  be- 
lieves that  mammography  should  be  available  as  part  of  the  basic 
package  for  women  age  40  to  49.  We  question  the  wisdom  of  the 
biennial  screening  at  the  age  of  50,  rather  than  55  or  60.  While  we 
fully  endorse  an  approach  to  health  care  that  is  cost  effective,  we 
believe  that  data  are  sufficiently  compelling  that  mammography  is 
beneficial  for  women  aged  40  to  49,  and  we  would  hope  that  the 
administration  will  include  screening  for  this  age  group  as  part  of 
the  basic  benefit  package  and  support  studies  that  nave  the  poten- 
tial to  provide  sound  scientific  evidence  about  early  breast  cancer 
detection  in  this  age  group. 

Mr.  Chairman  and  members  of  the  subcommittee,  thank  you  for 
giving  me  this  opportunity,  and  I  will  be  glad  to  answer  any  ques- 
tions that  you  have. 

Mr.  Towns.  Thank  you. 

[The  prepared  statement  of  Dr.  Smith  follows:] 
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Mr.  Chairman  and  members  of  the  committee  I  am  grateful  for 
the  privilege  to  be  here  this  afternoon.  The  American  Cancer 
Society  applauds  President  Clinton  and  First  Lady  Hillary  Rodham 
Clinton  for  their  historic  initiative  in  bringing  a  proposal  for 
health  care  reform  to  the  American  people.  Their  proposal  has 
provided  the  opportunity  to  address  a  broad  range  of  health  care 
issues,  and  to  debate  with  purpose  the  manner  in  which  our  society 
will  provide  adequate  health  care  for  all  its  citizens.  In 
addition,  we  support  Members  of  Congress  from  both  sides  of  the 
aisles  who  have  worked  on  these  issues  for  a  long  time,  and  pledge 
the  support  of  the  American  Cancer  Society  in  working  with  Congress 
to  enact  reforms  that  will  best  meet  the  needs  of  cancer  patients 
and  potential  cancer  patients. 

We  commend  the  Chairman,  Representative  Towns,  for  conducting 
this  hearing  on  women's  health  aspects  of  health  care  reform.  The 
American  Cancer  Society  has  a  long  history  of  addressing  some  of 
these  very  issues.  For  example,  as  part  of  our  mission  we  have 
routinely  evaluated  the  scientific  data  in  order  to  provide 
guidance  to  providers  and  the  public  for  the  early  detection  of 
cancer.  On  the  issue  of  health  care  reform,  in  1989  we  conducted 
hearings  around  the  country  to  find  out  how  poor  Americans  fare 
when  they  are  diagnosed  with  cancer.  On  the  basis  of  what  we 
learned,  we  developed  a  Statement  of  Principles  on  Health  Care 
Reform  which  summarize  the  cancer  control  needs  of  this  nation. 

My  comments  this  afternoon  relate  primarily  to  the  Clinton 
Plan  as  it  pertains  to  screening  for  breast  and  cervical  cancer, 
but  I  will  also  comment  on  the  degree  to  which  it  may  leave  poor 
Americans  comparatively  unprotected  with  regard  to  these  screening 
examinations  and  the  early  detection  of  cancer.  In  addition,  I 
want  to  state  for  the  record  that  among  the  most  significant 
components  of  President  Clinton's  health  care  reform  plan  related 
to  women's  health  is  an  increase  in  the  federal  cigarette  excise 
tax.  This  method  of  financing  has  been  proposed  by  the  American 
Cancer  Society  and  others,  and  is  supported  by  66%  of  the  American 
public.  A  major  tobacco  tax  increase  would  simultaneously  help  pay 
for  health  care  reform,  offset  the  enormous  burden  tobacco  imposes 
on  our  economy  and,  most  importantly,  discourage  millions  of  young 
people  from  beginning  to  smoke  in  the  first  place.  Tragically, 
lung  cancer  is  the  number  one  cancer  killer  in  women  -  56,000  women 
will  die  in  1993  alone  -  and  smoking-related  deaths  are  entirely 
preventable. 

With  regard  to  other  women's  cancers,  the  Clinton  Plan  is  at 
variance  with  the  breast  cancer  screening  guidelines  of  the 
American  Cancer  Society  and  10  other  national  medical 
organizations,  insofar  as  it  does  not  provide  for  routine 
mammography  for  women  between  the  ages  of  4  0  and  4  9  years,  and 
provides  only  for  biennial  mammography  for  women  aged  50-64,  with 
no  mention  of  clinical  breast  examination  for  either  age  group. 
Questions  from  Members  of  Congress,  interest  groups  and  the  media 
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have  induced  the  White  House  to  clarify  its  position,  and  as  we 
understand  it,  screening  mairtraography  will  be  available  to  women 
aged  40-49,  and  more  frequently  than  every  two  years  for  women  aged 
50-54,  if  they  fall  into  particular  high  risk  categories, 
determined  by  the  National  Health  Board,  and  if  it  is  deemed 
medically  necessary  by  their  provider.  Let  me  express  our  concerns 
about  this  element  of  the  plan. 

We  have  solid  epidemiologic  and  clinical  evidence  that  routine 
screening  for  breast  cancer  is  effective  in  reducing  mortality  and 
from  this  disease.  This  conclusion  is  based  on  the  evaluation  of 
randomized  clinical  trials  in  which  deaths  from  breast  cancer  were 
significantly  lower  in  the  groups  screened  with  mammography 
compared  with  control  groups  that  received  usual  care.  These  trials 
have  followed  somewhat  dissimilar  protocols.  Some  screened  women 
with  mammography  and  clinical  breast  examination,  some  with 
mammography  only.  The  number  of  imaging  views  has  varied,  and  so 
has  the  interval  between  screening  examinations.  With  the  exception 
of  the  National  Breast  Screening  Study  conducted  in  Canada,  all 
were  designed  to  evaluate  mammography  in  a  wide  age  range  of  women, 
generally  between  the  ages  of  40  and  70.  In  that  respect, 
retrospective  subgroup  analyses  to  determine  the  efficacy  of  the 
test  in  narrower  age  ranges  have  been  somewhat  limited  by  smaller 
sample  sizes,  and  this  is  particularly  true  for  women  aged  40-49. 
While  the  majority  of  studies  are  suggestive  of  a  benefit  from 
screening  in  this  age  group,  in  none  has  this  difference  achieved 
conventional  criteria  for  statistical  significance.  However,  there 
is  compelling  inferential  evidence  that  screening  can  be  as 
effective  in  this  age  group  as  has  been  more  convincingly 
demonstrated  in  women  aged  50  years  and  older. 

In  the  Breast  Cancer  Detection  Demonstration  Project, 
mammography  detected  nearly  identical  proportions  of  small  tumors 
in  younger  women  compared  with  older  women,  and  the  survival 
pattern  for  cancers  detected  with  mammography  in  women  aged  40-49, 
50-59,  and  60-69  is  approximately  equivalent.  In  fact,  it  is 
somewhat  better  among  the  youngest  age  group.  While  the  evidence 
for  a  benefit  from  the  clinical  trial  data  in  women  aged  40-49  has 
not  been  as  strong  as  that  observed  for  women  aged  50  years  and 
older,  the  American  Cancer  Society  and  other  organizations  found 
these  data  and  the  very  favorable  performance  of  mammography  in  the 
BCDDP  to  be  sufficiently  compelling  to  recommend  that  women  aged 
40-49  be  screened  every  1-2  years  with  mammography  and  annually 
with  clinical  breast  examination.  We  also  have  recommended  that 
women  aged  50  years  and  older  be  screened  annually  with  mammography 
and  clinical  breast  examination.  The  Clinton  Plan  proposes  to 
screen  women  in  this  age  group  every  two  years.  There  is  some 
evidence  that  screening  in  older  women  may  be  done  less  often  than 
in  younger  women,  because  breast  cancer  will  grow  more  slowly. 
However,  we  are  not  aware  that  it  has  been  scientifically 
demonstrated  that  a  biennial  interval  is  equally  effective 
beginning  at  age  50  compared  with  a  later  age,  perhaps  age  55  when 
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a  majority  of  women  are  postmenopausal. 

Mr.  Chairman,  you  and  your  colleagues  have  heard,  and  will 
continue  to  hear,  statements  that  assert  that  the  "best"  or  "most 
recent"  science  shows  "no  benefit"  from  mammography  in  reducing 
mortality  from  breast  cancer  in  women  aged  40-49.  The  colloquiums 
of  science  can  be  misleading  because  as  scientists  and  clinicians 
we  often  speak  with  great  confidence  about  what  we  know  and  do  not 
know,  and  the  use  of  expressions  such  as  "no  evidence,  and  "no 
benefit,"  may  truly  mean  something  different  than  what  is  implied. 
To  be  sure,  the  confidence  with  which  these  statements  are  often 
offered  imply  that  we  know  the  test  is  not  beneficial,  and  we  know 
this  with  certainty.  In  the  case  of  mammography  in  women  aged  40- 
49,  this  is  simply  not  the  case.  To  date,  there  have  been  no 
adequately  designed  and  conducted  trials  that  can  answer  this 
question  with  confidence.  Each  has  been  limited  to  retrospective 
analysis  of  age  subgroups,  and  for  women  aged  40-49  each  has  been 
limited  by  inadequate  sample  sizes.  While  a  majority  of  the  trial 
outcomes  suggest  a  benefit  from  screening  in  this  age  group,  the 
lack  of  statistical  significance  also  leads  to  the  conclusion  that 
there  is  "no  benefit."  However,  we  cannot  have  complete  confidence 
in  either  conclusion  due  to  inadequate  study  design.  Those  who 
oppose  screening  in  this  age  group  base  their  decision  more  on  the 
absence  of  clear  evidence  from  randomized  clinical  trials  that 
screening  is  effective,  rather  than  the  presence  of  clear  evidence 
that  it  is  not. 

Does  the  provision  for  breast  cancer  screening  leave  women 
vulnerable?  In  some  ways  it  does.  Supporters  of  this  element  of 
the  Plan  have  argued  that  high  risk  women,  for  whom  it  is  deemed 
medically  necessary,  can  be  screened  more  frequently.  In  principle 
this  is  a  worthy  idea  and  for  some  diseases  it  is  practical. 
However,  for  breast  cancer  this  strategy  is  unworkable.  Attempts 
to  determine  if  it  is  feasible  to  identify  a  significant  proportion 
of  the  population  at  especially  low  risk,  or  high  risk,  on  the 
basis  of  established  risk  factors,  and  screen  these  groups 
accordingly  have  shown  that  the  effort  would  fail  to  identify 
nearly  80  percent  of  the  cases.  We  should  also  add  that  this  risk 
profile  changes  over  time,  and  asking  providers  to  continually 
update  this  profile  specifically  to  determine  screening  eligibility 
will  be  time-consuming  and  unproductive.  With  the  exception  of  a 
small  proportion  of  women  who  are  at  very  high  risk  due  to  a  strong 
family  history,  the  most  important  risk  factor  for  the  average 
woman  is  her  age. 

With  respect  to  screening  for  cervical  and  endometrial  cancer, 
the  Clinton  Plan  is  in  closer  agreement  with  American  Cancer 
Society  guidelines.  The  basic  benefit  package  provides  for  a 
pelvic  examination  and  Pap  smear  every  three  years  before  the  age 
of  19  if  a  woman  has  reached  child  bearing  age  and  is  at  risk  for 
cervical  cancer,  and  a  similar  provision  exists  for  women  between 
the  ages  of  2  0  and  39,  after  three  annual  negative  smears  have  been 
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obtained.  We  would  argue  that  this  provision  should  hold  from  the 
initiation  of  Pap  smear  testing,  if  before  age  20,  rather  than 
beginning  only  after  age  20.  Further,  the  American  Cancer  Society 
recommends  an  annual  pelvic  examination  after  the  age  of  40  for  the 
purpose  of  screening  for  endometrial  cancer  with  possible  benefits 
for  earlier  detection  of  ovarian  cancer.  While  screening  for 
cervical  cancer  reasonably  may  be  performed  less  frequently  than 
annually,  since  it  is  only  partially  effective  in  detecting 
endometrial  cancer  our  guidelines  recommend  an  annual  pelvic 
examination  for  women  age  40  and  older.  Since  risk  of  endometrial 
cancer  may  be  higher  among  women  on  estrogen  replacement  therapy, 
the  advantage  of  an  annual  pelvic  examination  in  this  age  group  is 
perhaps  further  reinforced. 

Mr.  Chairman,  in  closing  I  would  like  to  note  that  the  past 
decade  has  seen  an  unprecedented  increase  in  the  acceptance  and 
utilization  of  mammography  by  women  in  this  country.  We  have  also 
witnessed  growing  attention  to  meeting  the  early  detection  needs  of 
low-income  and  minority  populations.  The  American  Cancer  Society 
has  been  a  strong  advocate  for  the  Centers  for  Disease  Control's 
Breast  and  Cervical  Cancer  Detection  Program  and  has  established  a 
memorandum  of  understanding  as  a  commitment  for  collaboration  at 
the  national  level  and  between  our  Divisions  and  State  Health 
Departments  at  the  local  level.  If  the  basic  benefits  section  of 
this  plan  is  not  clarified,  we  have  the  potential  for  the  very 
circumstances  this  plan  manifestly  intends  to  rectify — a  two-tiered 
system  of  health  care.  Some  women  who  can  afford  to  initiate 
screening  at  the  age  of  40  will  do  so,  paying  for  the  examination 
themselves.  Others  who  could  afford  the  examination  will 
nonetheless  not  participate.  Our  greatest  concern  is  for  those 
women  who  want  this  examination,  but  will  be  unable  to  obtain  it 
because  it  is  financially  prohibitive  to  them  and  their  families. 
Several  years  into  the  CDC  program,  having  provided  this  benefit  to 
many  poor  women,  the  government  is  now  proposing  to  withdraw  it. 

Two  weeks  ago  in  Geneva,  Switzerland,  I  attended  the 
International  Union  Against  Cancer  (UICC)  Meeting  on  Breast  Cancer 
Screening  in  Premenopausal  Women  in  Developed  Countries.  Attendees 
included  leading  investigators  from  the  major  European  and  North 
American  studies  of  breast  cancer  screening  in  younger  women,  and 
reports  were  issued  after  the  third  day  of  the  meeting.  On  the 
issue  of  screening  women  aged  40-49  years,  the  Conference  agreed 
with  the  recommendations  of  the  Workgroup  on  Breast  Cancer 
Screening  in  Premenopausal  Women:  Metholodogical  Issues  in  the 
Evaluation  of  the  Efficiacy  of  Screening.  That  Workgroup  concluded 
the  following: 

(1)  there  are  no  adequately  designed  and  conducted  prospective 
randomized  trials  that  can  answer  the  question  of  screening 
efficacy  in  women  aged  40-49; 

(2)  the  analysis  of  data  at  hand  suggest  some  reduction  in 
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mortality  among  the  group  of  women  invited  to  screening 
compared  to  control  groups,  and  data  from  nonrandomized 
studies  have  also  suggested  a  benefit; 

(3)  altogether,  the  situation  regarding  the  effectiveness  of 
screening  women  aged  40-49  is  one  of  uncertainty; 

(4)  that  scientists  and  women  have  endured  this  uncertainty 
for  too  long,  and  the  greater  costs  of  this  uncertainty  are 
born  by  women  who  face  the  risk  of  breast  cancer; 

(5)  despite  these  limitations,  the  existing  trial  data  have 
provided  compelling  insights  into  the  potential  to 
significantly  intervene  in  the  natural  history  of  breast 
cancer  in  this  age  group; 

(6)  the  question  is  important  and  worth  answering  in  a  manner 
that  achieves  international  consensus  on  study  design  and  with 
international  participation,  and  proposed  that  a  new  trial  be 
conducted  to  resolve  the  issue  of  screening  efficacy  in  women 
aged  40-49. 

Mr.  Chairman,  The  American  Cancer  Society  believes  that 
mammography  should  be  available  as  part  of  the  basic  benefit 
package  for  women  aged  40-49  years.  We  also  question  the  wisdom  of 
initiating  biennial  screening  at  the  age  of  50,  rather  than  age  55 
or  60.  However,  to  address  the  uncertainty  about  mortality 
benefit,  we  are  investigating  the  potential  to  conduct  the  study 
recommended  at  the  conclusion  of  the  UICC  meeting.  While  we  fully 
endorse  an  approach  to  health  care  that  is  cost-effective,  we 
believe  the  data  are  more  than  sufficiently  compelling  that 
mammography  is  beneficial  for  women  aged  40-49.  We  hope  that  the 
Administration  would  include  screening  for  this  age  group  as  part 
of  the  basic  benefit  package  and  support  carefully  designed  studies 
that  have  the  potential  to  provide  sound  scientific  evidence  about 
early  breast  cancer  detection  in  this  age  group. 

Mr.  Chairman,  members  of  the  Committee,  thank  you  again  for 
this  opportunity  and  I'll  be  glad  to  answer  any  questions  you  may 
have. 
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Mr.  Towns.  Dr.  Sondik. 

STATEMENT  OF  EDWARD  SONDIK,  PhJ).,  DEPUTY  DIRECTOR, 
DIVISION  OF  CANCER  PREVENTION  AND  CONTROL,  NA- 
TIONAL CANCER  INSTITUTE,  ACCOMPANIED  BY  KAREN 
JOHNSON,  EARLY  DETECTION  AND  COMMUNITY  ONCOLOGY 
PROGRAM;  AND  RUTH  ANN  GIUSTI,  DIVISION  OF  CANCER 
TREATMENT 

Dr.  Sondik.  Good  afternoon.  I  am  Dr.  Edward  Sondik,  Deputy 
Director  for  the  Division  of  Cancer  Prevention  and  Control  at  the 
National  Cancer  Institute.  With  me  is  Dr.  Karen  Johnson  of  the 
Early  Detection  and  Community  Oncology  Program  and  Ruth  Ann 
Giusti  from  the  Division  of  Cancer  Treatment.  We  thank  you  for 
the  opportimity  to  appear  before  you  today  to  discuss  NCFs  current 
screening  guidelines  for  breast  and  cervical  cancers,  two  areas  criti- 
cal for  women's  health. 

And  before  I  continue,  I  would  like  to  address  your  comments 
first.  It  was  news  to  me,  as  it  was  to  you,  that  we  have  changed 
our  guidelines.  We  certainly  have  not  cnanged  our  g^delines,  and 
as  I  will  discuss  in  our  testimony,  we  are  considering  whether  or 
not  those  guidelines  should  be  changed  on  the  basis  of  the  current 
scientific  evidence. 

There  is  a  set  of  draft  guidelines  which  has  been  widely  cir- 
culated to  the  American  Cancer  Society  and  to  other  organizations 
as  well  as  to,  it  turns  out,  the  news  media,  but  those  are  draft,  and 
in  fact  a  meeting  will  take  place  a  week  from  yesterday  on  October 
21. 

One  of  our  scientific  boards  will  review  these  draft  guidelines 
and  give  us  guidance  as  to  future  directions.  So  to  set  the  record 
straight,  we  have  not  changed  our  guidelines  at  this  point.  In  the 
interest  of  the  5-minute  rule,  I  will  not  review  the  magnitude  of  the 
problem.  Many  have  covered  that,  but  I  would  want  to  focus  briefly 
on  the  disproportionate  burden  of  this  disease  among  minority  and 
underserved  women. 

In  both  diseases,  I  might  point  out,  survival  is  much  lower 
among  African  American  women  for  breast  cancer  and  the  inci- 
dence and  mortality  of  cervical  cancer  are  two  to  three  times  as 
high  as  among  the  white  women.  So  it  is  most  certainly  a  very  seri- 
ous problem.  And  a  disproportionate  burden. 

I  would  like  to  provide,  if  I  could,  some  information  specific  to 
how  we  develop  guidelines.  In  1987,  the  NCI  cooperated  with  the 
American  Cancer  Society  and  other  organizations  to  develop  work- 
ing guidelines  for  the  early  detection  of  cervical  and  breast  cancers. 
These  guidelines  provided  the  American  public  with  a  summary  of 
the  state  of  knowledge  at  that  time.  And  as  guidelines,  they  most 
certainly  will  change  over  time  as  we  learn  more  about  these  dis- 
eases and  the  efficacy  of  early  detection. 

Screening  mammography  guidelines  for  breast  cancer  detection 
which  can  be  defined  as  a  regularly  performed  mammogram  for  a 
woman  with  no  presumptive  evidence  of  breast  cancer,  are  as  fol- 
lows, and  these  our  current  guidelines:  The  screening  process 
should  begin  by  age  40  and  consist  of  an  annual  clinical  examina- 
tion with  screening  mammography  performed  at  1  to  2  year  inter- 
vals. Beginning  at  age  50  both  clinical  examination  and  mammog- 
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raphy  should  be  performed  on  an  annual  basis.  Physicians  in  addi- 
tion should  encourage  women  to  perform  monthly  breast  self-exam- 
ination. 

For  cervical  cancer,  the  guidelines  developed  in  1987  in  concert 
with  other  organizations  include  the  following:  All  women  who  are 
or  who  have  been  sexually  active  or  who  have  reached  the  age  of 
18  years  should  have  an  annual  Pap  test  and  pelvic  examination. 

After  a  woman  has  had  three  or  four  consecutive  satisfactory 
normal  annual  examinations,  the  Pap  test  may  be  performed  less 
frequently  at  the  discretion  of  her  physician.  Over  the  ensuing  6 
years,  there  has  been  no  new  information  to  contradict  the  original 
guidelines  on  cervical  cancer. 

Over  the  last  2  years,  however,  several  events  have  led  to  an  on- 
going reevaluation  of  the  breast  cancer  screening  guideline.  In 
April  1992,  we  held  a  forum  on  breast  cancer  screening  in  older 
women.  There  was  a  general  endorsement  of  screening  older 
women,  along  with  the  note  that  it  is  necessary  to  weigh  the  rel- 
ative benefits  and  morbidity  and  screening  effectiveness  for  the  in- 
dividual patient  in  this  age  group.  The  forum  also  addressed  the 
interval  from  mammography  in  clinical  breast  exam  and  concluded 
that  there  was  no  evidence  to  choose  one  interval  over  another, 
since  apparently  equally  effective  intervals  have  ranged  from  12  to 
33  months.  Second,  there  was  the  publication  of  the  Canadian  Na- 
tional Breast  Cancer  Screening  Study,  particularly  that  portion 
that  focused  on  women  in  their  40's,  that  occurred  in  November 
1992,  did  not  show  a  mortality  benefit  after  7  years.  Third,  an  over- 
view analysis  of  five  randomized  screening  trials  conducted  in  Swe- 
den in  the  1970's  was  reported  in  1993.  The  study  found  that  the 
largest  breast  cancer  mortality  was  observed  in  women  age  50  to 
69.  Among  women  aged  40  to  49,  a  13  percent  reduction  was  found, 
a  result  that  was  not  statistically  significant. 

There  was  an  overview  analysis  of  these  trials  that  was  pre- 
sented at  a  major  meeting  we  held  last  February.  A  major  scientific 
meeting  that  reviewed  all  eight  randomized  intervention  trials  for 
breast  cancer,  all  that  exists  up  to  this  point.  That  meeting  con- 
cluded the  following:  For  women  ages  50  to  69,  the  evidence  pre- 
sented strengthened  the  scientific  observation  that  screening  leads 
to  reduced  breast  cancer  mortality.  Every  study  presented  found  a 
protective  effect  for  women  in  this  age  group.  Second,  the  random- 
ized trials  for  women  40  to  49  are  statistically  significant  in  show- 
ing no  benefit  in  mortality  after  10  to  12  years  of  followup.  It  is 
clear  in  the  first  5  to  7  years  there  is  no  reduction  in  mortality 
from  breast  cancer  that  can  be  attributed  to  screening.  There  was 
an  uncertain  and,  if  present,  marginal  reduction  in  mortality  at  10 
to  12  years.  Only  one  study  provides  information  on  long-term  ef- 
fects beyond  12  years  and  more  information  is  needed. 

We  have  taken  the  results  of  the  workshop  and  have  circulated 
it  widely  in  the  scientific  community.  In  fact,  it  was  just  published 
in  the  Journal  of  the  National  Cancer  Institute.  The  results  have 
been  reviewed  by  our  NCI  PDQ  editorial  board,  consisting  of  NIH 
and  non-NIH  researchers  and  it  has  been  reviewed  by  a  variety  of 
organizations. 

We  will  focus  on  the  results  of  that  workshop  and  a  set  of  draft 
guidelines  we  have  prepared  at  the  upcoming  October  21  meeting 
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of  the  NCI  DCPC,  division  of  cancer  prevention  and  control  board 
of  scientific  counselors.  We  expect  that  bj^  December  1  we  will  have 
reviewed  the  guidance  from  that  scientific  group  and  others  and  be 
in  a  position  to  determine  whether  or  not  we  wish  to  revise  our 
breast  cancer  screening  guidelines. 

Thank  you,  Mr.  Chairman  and  I  would  be  very  pleased  to  answer 
any  questions  you  may  have. 

Mr.  Towns.  Thank  you  very  much,  Dr.  Sondik. 

[The  prepared  statement  of  Dr.  Sondik  follows:] 
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Statement  of  Dr.  Edward  Sondik 
National  Cancer  Institute 

Good  afternoon,  Mr.  Chairman,  and  Members  of  the  subcommittee.    I  am  Dr.  Edward 
Sondik,  Deputy  Director  for  the  Division  of  Cancer  Prevention  and  Control  (DCPC)  at  the 
National  Cancer  Institute  (NCI).   With  me  today  are  Dr.  Karen  Johnson  from  the  Early 
Detection  and  Community  Oncology  Program,  and  Dr.  Ruth  Ann  Giusti  from  the  Division  of 
Cancer  Treatment.   Thank  you  for  the  opportunity  to  appear  before  you  today  to  discuss  the 
NCI's  current  screening  guidelines  for  breast  and  cervical  cancers,  two  areas  critical  to 
women's  health. 

Cancer  is  the  second  leading  cause  of  death  among  women  in  the  United  States.   In  1993, 
250,000  women  will  die  of  all  cancers  combined,  with  breast  cancer  as  the  second  leading 
cause  of  cancer  deaths  (behind  lung  cancer)  and  the  most  common  cause  of  death  from  any 
cause  in  women  aged  40-45.   Since  1973,  breast  cancer  incidence  rates,  i.e.,  the  number  of 
new  cases  per  100,000  individuals  per  year,  have  increased  1.7  percent  a  year.   Since  1987, 
incidence  fortunately  has  reached  a  plateau  or  slightly  decreased.   Some  of  the  increase  in 
incidence  is  attributed  to  increased  detection  due  to  mammography;  some  is  less  well 
understood. 

Turning  to  cervical  cancer,  in  1993,  13,500  American  women  are  expected  to  be  diagnosed 
with  this  disease.   Fortunately,  the  incidence  of  invasive  cervical  cancer  has  decreased  in  the 
United  States  over  the  past  several  years,  largely  due  to  early  detection  by  the  screening  Pap 
test,  which  allows  curative  treatment  in  the  pre-malignant  or  in  situ  stage.   This  year,  some 
55,000  American  women  are  expected  to  be  cured  of  carcinoma  in  situ.   Women  whose 
cancer  is  stiU  confined  to  the  cervix  have  a  5-year  survival  rate  of  about  90  percent. 
Likewise,  when  a  breast  tumor  is  still  confined  to  the  breast,  the  5-year  rate  of  survival  over 
90  percent.   Clearly,  early  detection  has  extremely  beneficial  effects,  which  directly  results  in 
lives  saved. 

The  impact  of  cancer  in  general  on  minority  and  underserved  populations  is 
disproportionately  great.   This  impact  is  certainly  felt  in  breast  and  cervical  cancer  incidence 
and  mortality  rates.   Data  has  shown  that  while  the  incidence  rate  for  breast  cancer  in 
African- American  women  is  lower  than  that  for  white  women,  nevertheless  the  mortality  rates 
of  African-American  women  are  higher,  reflecting  much  lower  survival  rates  and  a  lower 
proportion  of  cases  detected  at  the  earliest  stages  of  the  disease.   Cervical  cancer  incidence 
rates  are  higher  for  African-American  women  —  about  twice  the  rates  for  white  women  —  and 
African- American  mortality  rates  are  about  three  times  the  rates  for  white  women.   Again, 
the  disparity  in  rates  reflects  the  detection  of  disease  at  a  later  stage  in  its  development  which, 
in  turn,  is  associated  with  lower  survival  and  higher  mortality. 


40 


Breast  Cancer  Incidence;  Under  Age  50  —  Between  1973  and  1990,  breast  cancer 
incidence  increased  5.9  percent  for  White  women  under  age  50;  for  Black  women  under  age 
50,  incidence  increased  16.2  percent.   Age  SO  and  over  —  White  women  age  50  and  over 
experienced  an  increased  incidence  rate  of  29.3  percent;  Black  women  in  this  age  range 
experienced  a  27.9  percent  increase. 

Breast  Cancer  Mortality;  Under  Age  50  -  Between  1973  and  1990,  White  women  under 
age  50  experienced  a  decline  of  12.5  percent  in  breast  cancer  mortality  rates;  Black  women 
experienced  a  2.5  percent  increase  in  mortality.   Age  50  and  over  —  Mortality  from  breast 
cancer  increased  by  5.1  percent  in  White  women  age  50  and  over;  Black  women  experienced 
a  mortality  increase  of  22.4  percent. 

Cervical  Cancer  Incidence;  Under  Age  65  —  Between  1973  and  1990,  cervical  cancer 
incidence  declined  28.7  percent  for  White  women  under  age  65;  for  Black  women  under  age 
65,  incidence  declined  49.8  percent.   Age  65  and  over  —  White  women  age  65  and  over 
experienced  a  45.2  percent  decline  in  incidence;  Black  women  in  this  age  range  experienced  a 
57.9  percent  decline. 

Cervical  Cancer  Mortality;  Under  Age  65  —  Between  1973  and  1990,  White  women  under 
age  65  experienced  a  decline  of  38. 1  percent  in  cervical  cancer  mortality  rates;  Black  women 
experienced  a  47. 1  percent  decrease  in  mortality.   Age  65  and  over  —  Mortality  from 
cervical  cancer  declined  46.5  percent  in  White  women  age  50  and  over;  Black  women 
experienced  a  mortality  decrease  of  41.6  percent. 

Now  1  would  like  to  provide  some  background  information  describing  how  and  why  NCI 
develops  screening  guidelines. 

DEVELOPING  SCREENING  GUIDELINES 

In  1987  the  NCI  participated  with  other  organizations  to  develop  Working  Guidelines  for  the 
early  detection  of  cervical  and  breast  cancers.   These  guidelines  provided  the  American  public 
with  a  summary  of  the  state  of  knowledge  at  the  time. '  The  guidelines  regarding  screening 
mammography  for  breast  cancer  detection  (which  can  be  defined  as  a  regularly  performed 
mammogram  for  a  woman  with  no  presumptive  evidence  of  breast  cancer)  are  as  follows: 

♦  The  screening  process  should  begin  by  age  forty  and  consist  of  annual 
clinical  examination  with  screening  mammography  performed  at  one  to  two 
year  intervals. 


'   It  is  important  to  point  out  that  none  of  these  guidelines  pertain  to  diagnostic 
mammography,  which  is  performed  as  a  result  of  a  clinical  suspicion  (such  as  a  lump  or 
nipple  discharge).   In  the  setting  of  a  clinical  suspicion,  whether  because  of  symptoms  or 
physical  findings,  mammography  is  always  indicated. 
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♦  Beginning  at  age  fifty  both  clinical  examination  and  mammography  should  be 
performed  on  an  annual  basis. 

♦  Physicians  should  encourage  women  to  perform  monthly  breast  self-examinations. 

At  the  time  these  guidelines  were  developed,  evidence  for  screening  was  strongest  in  women 
ages  50-69.   There  was  debate  over  the  efficacy  in  women  ages  40-49,  and  for  this  reason  the 
above  guidelines  were  considered  working  guidelines  with  the  intent  to  revisit  them  should 
any  new  information  become  available. 

Similarly,  the  working  guidelines  for  cervical  cancer  screening  developed  in  1987  are  as 
follows: 

♦  All  women  who  are  or  who  have  been  sexually  active  or  who  have  reached 
the  age  of  18  years  should  have  an  aiuiual  Pap  test  and  pelvic  examination. 

♦  After  a  woman  has  had  three  or  more  consecutive,  satisfactory,  normal 
annual  examinations,  the  Pap  test  may  be  performed  less  fi^uently  at  the 
discretion  of  her  physician. 

Over  the  ensuing  six  years  there  has  been  no  new  information  to  contradict  the  original 
guidelines  on  cervical  cancer.   Over  the  last  two  years,  however,  several  events  have  led  to 
an  ongoing  re-evaluation  of  the  breast  cancer  screening  guidelines: 

♦  First,  an  NCI  supported  meeting  entitled  "Forum  on  Breast  Cancer  Screening 
in  Older  Women"  was  convened  in  April  1992.   Among  the  recommendations 
was  the  following:    "There  was  enough  direct  evidence  to  support  a 
recommendation  for  universal  screening  in  women  sixty-five  to  seventy-four 
years  of  age.   Because  of  the  lack  of  direct  evidence  regarding  screening 
efficacy  and  because  of  increasing  occurrence  of  multiple  chronic  diseases  in 
women  seventy-five  years  of  age  and  older  the  Forum  concluded  that  clinical 
judgment  was  necessary  to  weigh  the  relative  benefits  of  comorbidity  and 
screening  effectiveness  for  the  individual  patient  in  this  age  group  . . . 
Regarding  the  interval  for  mammography  and  clinical  breast  examination,  the 
Forum  concluded  that  there  was  no  evidence  to  choose  one  interval  over 
another,  since  apparently  equally  effective  intervals  have  ranged  from  twelve  to 
thirty-three  months." 

♦  Second,  the  Canadian  National  Breast  Screening  Study  of  screening  women 
in  their  forties,  published  in  November  1992,  has  not  shown  a  mortality  benefit 
after  seven  years  of  follow-up.   Dr.  Anthony  Miller  presented  a  preliminary 
analysis  of  this  study  in  closed  session  to  the  Board  of  Scientific  Counselors  of 
the  NCI's  Division  of  Cancer  Prevention  and  Control  (DCPC)  in  October 
1991. 
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♦  Third,  an  overview  analysis  of  five  randomized  screening  trials  conducted  in 
Sweden  in  the  1970's  was  reported  early  in  1993.   The  study  found  that  the 
largest  reduction  of  breast  cancer  mortality  (29  percent)  was  observed  among 
women  aged  50-69  at  randomization.   Among  women  aged  40-49  at 
randomization,  a  13  percent  reduction  was  found,  a  result  that  is  not 
statistically  significant. 

♦  Finally,  an  overview  analysis  in  February  1993  of  aU  the  randomized 
screening  trials  in  the  world  was  reported  from  investigators  in  New  Zealand. 
This  report  raised  questions  regarding  the  benefit  of  screening  women  between 
the  ages  of  40-49. 

The  NCI  felt  it  was  important  to  evaluate  the  new  information  in  the  context  of  the  large 
body  of  evidence  which  had  evolved  over  the  last  thirty  years.   To  that  end,  NCI  convened 
an  international  workshop  on  breast  cancer  screening  in  February  1993.   Many  of  the 
scientists  who  performed  the  studies,  as  well  as  researchers  in  breast  cancer  screening  fields, 
participated  in  this  workshop.   Results  from  all  eight  published  randomized  clinical  trials  of 
screening  mammography  were  reviewed.   The  final  report  of  the  workshop  concluded: 

♦  First,  "The  randomized  trials  of  women  ages  40-49  are  consistent  in  showing  no 

statistically  significant  benefit  in  mortality  after  10-12  years  of  follow-up For 

this  age  group,  it  is  clear  that  in  the  first  5-7  years  there  is  no  reduction  in  mortality 
from  breast  cancer  that  can  be  attributed  to  screening.   There  is  an  uncertain  and,  if 
present,  marginal  reduction  in  mortality  at  about  10-12  years.   Only  one  study 
provides  information  on  long-term  effects  beyond  12  years,  and  more  information  is 
needed." 

♦  Second,  "For  women  ages  50-69,  the  evidence  presented  at  the  Workshop 
strengthens  the  scientific  observation  that  screening  leads  to  reduced  breast 
cancer  mortality.   Every  study  presented  found  a  protective  effect  for  women 

in  this  age  group The  Swedish  studies  suggest  that  a  screening 

mammogram  as  infrequent  as  every  33  months  reduces  breast  cancer  mortality, 
at  least  in  a  papulation  with  a  high  compliance  rate  and  in  a  setting  with  high- 
quality  mammography.   These  data  raise  the  possibility  that  a  screening 
interval  of  every  12  months  may  not  be  necessary  in  this  population." 

♦  Third,  "Women  in  their  70' s  are  a  high  risk  group  for  breast  cancer.  The 
currently  available  clinical  trial  data  for  these  women  are  inadequate  to  judge 
the  effectiveness  of  screening  because  the  numbers  of  women  were  small,  the 
compliance  was  poor,  and  the  screening  episodes  were  too  few." 

The  Workshop  charge  was  to  critically  review  and  summarize  the  scientific  evidence,  not  to 
develop  guidelines.   In  response  to  this  analysis,  NCI  staff  began  the  process  of  reviewing 
our  Working  Guidelines  in  the  context  of  the  new  information.   NCI  has  a  responsibility  to 
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provide  accurate,  clear  information  to  the  public-based  on  scientific  evidence.   This 
information  clearly  held  an  important  public  health  message  for  all  women  and  health  care 
professionals.   NCI  has  a  special  commitment  to  assuring  that  minority  and  underserved 
women  receive  this  information  in  meaningful  ways,  and  has  established  networks,  developed 
pamphlets,  and  emphasized  new  communication  chaimels  to  reach  these  special  populations. 

Subsequently  the  following  process  has  taken  place: 

♦  During  the  period  from  May  through  August  1993,  the  NCI  PDQ  Editorial 
Board,  consisting  of  both  NIH  and  non-NIH  researchers,  reviewed  and 
endorsed  Workshop  results;^  the  NCI  staff  developed  draft 
guidelines/recommendations  which  were  reviewed  by  the  NCI  executive 
Committee;  NCI  staff  also  met  with  the  American  Cancer  Society  (ACS)  to 
discuss  principles  underlying  the  NCI  draft  guidelines. 

♦  In  September  1993  the  draft  guidelines  were  reviewed  and  discussed  by  PHS 
agencies  and  selected  participants  from  the  February  1993  International  Workshop  on 
Breast  Cancer  Screening;  NCI  staff  met  with  the  ACS  Breast  Cancer  Subcommittee, 
the  National  Cancer  Advisory  Board,  and  with  individual  members  of  the  DCPC 
Board  of  Scientific  Counselors  to  discuss  proposed  guidelines. 

♦  During  October  1993,  we  disseminated  draft  guidelines  and  other  materials  to 
agencies  involved  in  earlier  guidelines  and  voluntary  advocacy  groups,  with  a  request 
for  written  comments  and  attendance  at  the  upcoming  October  21  meeting  of  the  NCI 
DCPC  Board  of  Scientific  Counselors. 

♦  We  are  currentiy  conducting  consumer  research  to  help  develop  guidance  for 
physicians  and  lay  persons. 


^  NCI  maintains  and  updates  a  database  of  cancer  information  known  as  PDQ,  which 
contains  state-of-the  art  information  on  cancer,  including  guidelines  for  cancer  screening. 
Information  in  PDQ  is  updated  regularly  with  the  help  of  several  editorial  boards  of 
intramural  and  extramural  researchers.   The  PDQ  Screening  and  Prevention  Editorial  Board 
regularly  reviews  published  literature  on  cancer  screening  tests,  and  the  PDQ  Screening  and 
Prevention  file  contains  background  information  describing  studies  of  the  tests'  abilities  to 
detect  cancers  at  early  stages,  and  to  reduce  mortality.   Because  the  best  measure  of  improved 
outcome  is  a  decrease  in  mortality  from  the  disease  due  to  screening,  data  are  analyzed  to 
determine  whether  a  test  aids  early  detection  and  whether  there  is  evidence  that  earlier 
detection  results  in  improved  outcome.   As  the  basis  for  establishing  or  revising  current 
screening  guidelines,  Board  members  discuss  the  quality  of  the  data  available  and  gaps  in 
knowledge.   Changes  to  the  guidelines  are  sent  to  the  NCI  Executive  Committee. 
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♦  On  October  21,  1993,  the  guidelines  will  be  reviewed  by  the  DCPC  Board  of 
Scientific  Counselors,  and  recommendations  will  be  forwarded  to  the  NCI  Director. 

♦  Finally,  on  November  22-23,  1993  we  will  report  to  the  National  Cancer  Advisory 
Board  on  the  DCPC  Board  of  Scientific  Counselors'  recommendations  and  NCI  plans. 

The  answers  to  questions  posed  by  the  Subcommittee  in  our  invitation  letter  are  included  as 
an  attachment  to  my  written  testimony. 

We  expect  that  before  December  1,  1993,  we  will  have  arrived  at  some  revision  of  our 
guidelines.   We  believe  that  our  guidelines  should  be  based  on  scientific  evidence  to  the 
greatest  extent  possible,  and  that  they  should  respond  to  the  public  and  health  professional 
needs  for  guidance  toward  prudent  actions  that  can  reduce  the  morbidity  and  mortality  ft-om 
disease.   Our  process  is  designed  to  achieve  such  goals.   Thank  you,  Mr.  Chairman,  and  I 
would  be  pleased  to  answer  any  questions  you  may  have. 
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niTF.STTONS  AND  ANSWERS 
Mammography 

1.  At  what  age  and  how  often  should  women  undergo  a  screening  manunography? 

Current  recommendations  of  the  NCI  are  that  screening  should  begin  by  age  40  with 
screening  mammography  performed  at  one  to  two  year  intervals,  and  that  beginning  at  age  50 
mammography  should  be  performed  annually.   These  recommendations  are  being  re- 
evaluated. 

2.  At  what  age  and  how  often  should  women  undergo  diagnostic  mammography? 

It  is  important  to  point  out  that  none  of  the  above  guidelines  pertain  to  diagnostic 
mammography,  which  is  performed  as  a  result  of  a  clinical  suspicion.    In  the  setting  of  a 
clinical  suspicion,  whether  because  of  symptoms  or  physical  findings,  mammography  is 
always  indicated. 

3.  At  what  age  and  in  consideration  of  what  factors  should  the  determination  of 
mammography  testing  be  left  to  the  discretion  of  the  health  care  provider? 

It  is  the  view  of  the  NCI  that  individual  clinical  judgment  is  preeminent  in  the  health  care 
provider  patient  setting.   Therefore,  none  of  the  institutional  guidelines  supersede 
individualized  clinical  judgment.    Factors  that  may  go  into  individual  judgments  include  a 
family  history  of  breast  cancer,  especially  in  first  degree  relatives,  and  age  of  onset  of  breast 
cancers  in  the  family.   Other  factors,  such  as  a  woman's  personal  anxiety  about  breast 
cancer,  may  be  considered. 

4.  How  effective  are  mammographies,  both  screening  and  diagnostic,  in  lowering 
mortality  rates  for  women?  At  what  point  do  factors  like  age,  family  history,  etc. 
increase  or  decrease  the  effectiveness  of  a  mammography  in  detecting  breast  cancer? 

Evidence  is  strong  that  regular  mammography  in  a  screening  setting  can  decrease  breast 
cancer  mortality  by  30-35  percent  in  women  ages  50-69.   Efficacy  is  not  clearly  established 
for  screening  women  ages  40-49.   With  regard  to  diagnostic  mammography,  estimates  of 
effectiveness  are  not  possible  at  this  time,  since  it  would  be  imethical  to  study 
"mammography"  vs.  "no  mammography"  when  mammography  is  clinically  indicated. 

Screening  mammography  is  clearly  effective  for  women  ages  50  and  above,  but  uncertainty 
exists  regarding  women  below  age  50.   However,  in  the  Canadian  National  Breast  Screening 
Study,  the  ability  of  mammography  to  detect  breast  cancers  was  7-14  percent  better  in  women 
ages  50-59  than  in  women  ages  40-49.   There  are  no  scientific  studies  that  allow  us  to 
conclude  that  the  presence  of  factors  that  add  to  a  higher-than-average  risk  for  developing 
breast  cancer  are  in  themselves  a  reason  for  more  frequent  screening.   Risk  factors  in  and  of 
themselves  do  not  affect  the  quality  and  effectiveness  of  mammography.   The  quality  of 
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mammography  is  largely  dq)endent  on  the  quality  of  the  equipment  used  and  the 
interpretation  of  the  images  by  a  qualified  radiologist. 

5.  Should  women  be  concerned  about  radiation  emissions  from  mammographies? 

Using  dedicated  mammography  machines  which  meet  the  standards  of  the  American  College 
of  Radiology,  any  risk  from  nidiation  is  very  small.   The  current  dosage  from  a  screen-film 
mid-breast  mammogram  is  .04  rads  per  single  view.   This  is  significantly  lower  than  the  .37 
rads  per  single  view  used  in  mammography  years  ago.   The  American  College  of  Radiology 
currently  recommends  that  1.00  rads  per  total  exam  is  acceptable. 

6.  What  is  the  incidence  in  women  under  50?  Over  50? 

21.8  percent  of  all  breast  cancer  cases  in  women  occur  before  the  age  of  50  and  78.2  percent 
occur  at  ages  50  and  above.   About  15  percent  of  all  breast  cancer  deaths  occur  among 
women  under  the  age  of  50  versus  85  percent  in  women  50  and  above. 

Between  1973  and  1990,  breast  cancer  incidence  increased  5.9  percent  for  White  women 
imder  age  50;  for  Black  women  under  age  50,  incidence  increased  16.2  percent.   White 
women  age  50  and  over  experienced  an  increased  incidence  rate  of  29.3  percent;  Black 
women  in  this  age  range  experienced  a  27.9  percent  increase. 
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Pap  Test 

1 .  How  often  should  a  woman  undergo  a  Pap  test? 

The  NCI  guidelines  state  that  all  women  who  are  or  who  have  been  sexually  active  or  who 
have  reached  the  age  of  18  years  should  have  an  annual  Pap  test  and  pelvic  examination,  and 
that  after  a  woman  has  had  three  or  more  consecutive  satisfactory,  normal,  annual 
examinations  the  Pap  test  may  be  performed  less  frequently  at  the  discretion  of  her  health 
care  professional. 

2.  Alter  three  annual  negative  Pap  tests,  should  women  reduce  the  number  of  times 
they  have  a  Pap  test  to  once  every  three  years?  If  so,  why?   If  not,  why  not?  Should 
the  ultimate  decision  of  how  often  a  woman  undergoes  a  Pap  test  be  left  in  the  hands  of 
the  health  care  provider? 

After  a  woman  has  had  three  or  more  consecutive  satisfactory,  normal,  annual  examinations 
the  Pap  test  may  be  performed  less  frequently  at  the  discretion  of  her  health  care 
professional.   NCI  believes  that  less  frequent  intervals  at  the  discretion  of  the  health  care 
provider  are  appropriate  because  women  who  have  had  three  consecutive,  normal,  adequate 
examinations  are  in  a  very  low  risk  category  for  invasive  cervical  cancer  and  because  the 
natural  history  of  the  development  of  invasive  cervical  cancer  occurs  over  a  number  of  years. 
Screening  every  two  to  three  years  under  these  circumstances  has  not  been  found  to  increase 
the  risk  of  finding  invasive  cervical  cancer  above  the  risk  expected  with  annual  screening. 

3.  At  what  age  should  a  woman  begin  having  Pap  tests? 

The  NCI  guidelines  state  that  all  women  who  are  or  who  have  been  sexually  active  or  who 
have  reached  the  age  of  18  years  should  have  an  annual  Pap  test  and  pelvic  examination. 

4.  Is  there  an  upper  age  limit  for  the  Pap  test? 

There  is  no  known  upper  age  limit  at  which  the  Pap  test  ceases  to  be  effective. 

5.  What  is  the  incidence  of  cervical  cancer  for  women  over  65? 

The  incidence  of  invasive  cervical  cancer  for  women  over  65  is  18.4  cases  per  100,000 
women  per  year.    In  1993,  NCI  estimates  that  about  24  percent  of  the  13,500  cases  will  be  in 
women  over  age  65. 

Between  1973  and  1990,  cervical  cancer  incidence  declined  by  28.7  percent  for  White  women 
imder  age  65;  for  Black  women  under  age  65,  incidence  declined  by  49.8  percent.   White 
women  age  65  and  over  experienced  a  decline  in  incidence  by  45.2  percent;  Black  women  in 
this  age  range  experienced  a  57.9  percent  decline. 
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6.  How  does  the  Pap  test  contribute  to  the  decrease  in  the  mortality  rates  for  women 
under  and  over  the  age  of  65? 

There  is  no  known  difference  in  mortality  decrease  from  Pap  tests  for  women  under  and  over 
the  age  of  65.   Forty  to  fifty  percent  of  all  women  who  die  from  cervical  cancer  are  over  65 
years  of  age.   Hence  the  NCI  does  not  recommend  an  upjper  age  limit  at  which  to  cease 
screening. 

7.  How  effective  is  the  Pap  test  in  lowering  mortality  rates  for  women?  At  what  point 
do  factors  like  age,  family  history,  etc.  increase  or  decrease  the  effectiveness  of  a  Pap 
test  in  detecting  cervical  cancer? 

It  is  estimated  that  mortality  from  invasive  cervical  cancer  can  be  decreased  by  at  least  70 
percent  using  Pap  testing  followed  by  appropriate  therapy.   This  level  of  effectiveness  in 
detecting  invasive  cervical  cancer  is  not  known  to  be  different  for  factors  like  age  or  family 
history.    However,  there  is  little  information  on  this  latter  point. 
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Mr.  Towns.  Ms.  Smart-Smith. 

STATEMENT  OF  LINDA  SMARTSMITH,  CLINIC  DIRECTOR, 
BORO  HALL  CENTER,  PLANNED  PARENTHOOD  OF  NEW 
YORK  CITY 

Ms.  Smart-Smith.  Grood  afternoon.  My  name  is  Linda  Smart- 
Smith,  and  I  am  the  director  of  Planned  Parenthood  of  New  York 
City's  Reproductive  Health  Care  Clinic  in  Brooklyn. 

Thank  you  for  inviting  me  here  today  to  talk  about  the  impor- 
tance of  regular  preventive  reproductive  health  care,  specifically 
annual  Pap  smears.  Planned  Parenthood  of  New  York  City  is  New 
York's  oldest  provider  of  reproductive  health  care. 

For  77  years,  we  have  been  working  hard  to  help  New  Yorkers 
of  all  ages  and  incomes  get  the  information  and  services  they  need 
to  make  responsible  and  deliberate  choices  about  their  sexual  and 
reproductive  lives.  Last  year  we  provided  60,000  New  Yorkers  with 
a  full  range  of  reproductive  health  care  services,  including  con- 
fidential contraceptive  and  abortion  services,  prenatal  care,  AIDS 
testing  and  case  management,  STD  screening,  and  annual  gyneco- 
logical exams. 

We  reached  thousands  more  with  our  outreach  and  education 
programs.  I  am  here  before  you  today  as  a  service  provider  to  tell 
you  about  the  women  I  see  everyday.  Rates  of  sexually  transmitted 
diseases  are  up  across  the  Nation,  but  in  New  York  City,  always 
the  trend  setter,  we  are  seeing  an  epidemic  and  AIDS  is  the  lead- 
ing cause  of  death  for  women  age  25  to  44  in  New  York  Citv. 

Because  the  population  we  serve  is  at  such  high  risk  for  AIDS 
and  sexually  transmitted  diseases,  we  need  a  once  a  year  Pap  test 
in  order  to  step  in  with  early  treatment  and  advice  that  saves  lives. 

The  Pap  smear  is  one  of  our  most  effective  tools.  Not  only  is  it 
a  way  to  detect  full-blown  cervical  cancer,  but  we  use  it  to  detect 
the  human  papilloma  virus,  which  can  lead  to  cervical  cancer  and 
we  can  also  use  it  to  detect  vaginal  infections  and  herpes. 

The  annual  Pap  test  and  exam  is  also  an  opportunity  for  us  to 
talk  to  our  clients  about  protecting  themselves  from  STD's  and 
AIDS.  We  go  over  the  risk  factors  they  have  in  their  lives  and  help 
them  find  ways  to  reduce  these  risks.  It  is  not  unusual  for  us  to 
see  a  woman,  who,  1  year  after  a  normal  Pap  smear  result,  come 
back  to  us  for  her  annual  exam  with  cervical  dysplasia,  a  precursor 
to  cervical  cancer. 

What  happened  in  that  year?  Maybe  she  has  contracted  the 
human  papilloma  virus  and  doesn't  know  it  or  maybe  she  has  been 
HIV  positive  for  5  years  without  knowing  it,  and  all  of  a  sudden, 
AIDS  is  starting  to  manifest  itself  in  irregular  cell  growth  on  her 
cervix. 

Whatever  the  cause,  she  needs  immediate  attention.  She  needs 
an  immediate  colposcopy  and  probably  a  cervical  biopsy,  laser  sur- 
gery, or  cryotherapy. 

This  woman  definitely  could  not  have  waited  another  2  years  for 
her  next  Pap  smear.  In  3  years,  her  condition  could  have  gotten  so 
severe  that  she  would  have  required  immediate  hospitalization. 

Another  reason  we  have  clients  come  in  once  a  year  is  to  catch 
"false  negatives."  Good  as  it  is,  the  Pap  test  is  not  100  percent  ac- 
curate. Not  by  a  long  shot.  It  is  a  screening  test.  I  would  hate  to 
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see  a  woman  who  had  gotten  a  false  negative  on  her  test  wait  an- 
other 3  years  before  discovering  the  mistake.  If  our  new  health  care 
plan  only  allows  for  a  Pap  smear  every  3  years,  a  woman  could, 
hypothetically,  have  cervical  cancer  for  6  years  before  it  is  detected. 
She  may  not  live  that  long. 

Cervical  cancer  kills  10,000  women  a  year  and  it  is  completely 
treatable.  The  only  treatable  cancer.  Cervical  dysplasia  and  early 
cervical  cancer  can  be  easily  and  inexpensively  treated  in  a  doctor's 
office.  Full-blown  cervical  cancer  can  require  a  hysterectomy  and  a 
hospital  stay.  And,  if  left  undetected  for  too  long,  it  means  death. 

Annual  Pap  smears  are  an  integral  part  of  good  preventive 
health  care  for  women  of  all  ages,  particularly  during  their  years 
of  sexual  activity. 

I  would  add,  in  response  to  vour  earlier  comments,  Mr.  Towns, 
that  women  do  not  at  the  stroke  of  their  65th  birthday  automati- 
cally stop  being  sexually  active  beings.  As  with  men,  we  continue 
our  sexual  lives  until  the  day  we  die.  And  I  would  submit  that 
stopping  Pap  smears  at  age  65  is  again  taking  women  from  en- 
trance into  the  20th  and  21st  centuries  back  to  places  that  we 
never  want  to  see  again,  the  Dark  Ages. 

As  women,  we  have  the  same  feelings  and  needs  as  men,  and 
Pap  smears  can  save  our  lives.  And  I  would  also  suggest  that  in 
large  urban  sectors,  such  as  New  York  City,  we  are  seeing  young 
women  who  are  becoming  sexually  active  more  and  more  early  in 
their  lives  and  instead  of  looking  at  18  as  the  time  when  some 
women  become  sexually  active,  you  need  to  look  at  the  reality  of 
what  is  going  on  and  begin  to  save  the  lives  of  our  young  women 
and  mature  women. 

Mr.  Towns.  Thank  you  very  much,  Ms.  Smith.  Let  me  pause  at 
this  point  to  interrupt. 

[The  prepared  statement  of  Ms.  Smart-Smith  follows:] 
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Good  allcmoon.  My  name  is  Linda  Sniarl-Sniith.  and  I  am  the  director  (if  Planned 
Parenthood  ol  New  York  City's  reproductive  health  care  clinic  in  Brooklyn.  Thank  you 
I'or  inviting  me  here  today  to  talk  about  the  importance  of  regular  preventive  reproductive 
health  care — specifically  annual  Pap  smears. 

Planned  Parenthood  of  New  York  City  is  New  York's  oldest  provider  of 
reproductive  health  care.  For  77  years,  we  have  been  working  hard  to  help  New  Yorkers 
of  all  ages  and  incomes  get  the  inl'ormation  and  services  they  need  to  make  responsible 
and  deliberate  choices  about  their  sexual  and  reprcxluctive  lives.  Last  year  we  offered 
6(),(KK)  New  Yorkers  the  lull  range  of  reprcxluctive  health  care  services,  including 
confidential  contraceptive  and  abortion  services,  prenatal  care,  AIDS  testing  and  case 
management.  STD  screening,  and  annual  gynecological  exams.  We  reached  thousands 
more  with  our  outreach  and  education  programs. 

I  am  here  before  you  today  as  a  service  provider,  to  tell  you  about  the  women  I 
see  evei7  day.  Rates  of  sexually  transmitted  diseases  are  up  across  the  nation — but  in 
New  York  City,  always  the  trendsetters,  we're  seeing  an  epidemic.  And  AIDS  is  the 
leading  cause  of  death  for  women  aged  25-44  in  New  York  City. 

Becau.se  the  population  we  serve  is  at  such  high  risk  of  AIDS  and  sexually 
transmitted  diseases,  we  need  once-a-year  Pap  tests  in  order  to  step  in  with  early 
treatment  and  advice  that  saves  lives. 

The  Pap  smear  is  one  of  our  most  effective  preventive  tools.  Not  only  is  it  a  way 
to  detect  full-blown  cervical  cancer,  but  we  use  it  to  detect  the  human  papiloma  virus, 
which  can  lead  to  cervical  cancer,  and  we  can  detect  vaginal  infections,  and  herpes. 

The  annual  Pap  test  and  exam  is  also  an  opportunity  for  us  to  talk  to  our  clients 
about  protecting  themselves  from  STDs  and  AIDS.  We  go  over  the  risk  factors  they  have 
in  their  lives  and  help  them  tlnd  ways  to  reduce  them. 

It  is  not  unusual  for  us  to  see  a  woman  who,  one  year  after  a  normal  pap  smear, 
comes  back  to  us  for  her  annual  exam  with  cervical  dysplasia.  What  happened  in  that 
year?  Maybe  she  has  conu-actcd  the  human  papiloma  virus  and  dwsn'l  know  it.  or  maybe 
she's  been  HIV  positive  for  5  years  without  knowing  it  and,  all  of  a  sudden.  AIDS  is 
starting  to  manifest  itself  in  irregular  cell  growth  on  her  cervix.  Whatever  the  cause,  she 
needs  immediate  attention.  She  needs  an  immediate  colposcopy,  and  probably  a  cone 
biopsy,  laser  surgery,  or  cryotherapy. 

This  woman  definitely  could  NOT  have  wailed  another  two  years  for  her  next  pap 
smear.  In  three  years,  her  condition  could  have  gotten  so  severe  that  she  would  require 
immediate  hospitalization. 

Another  reason  we  have  clients  come  in  once  a  year  is  to  catch  "false  negatives." 
Good  as  it  is,  the  Pap  test  is  NOT  100  percent  accurate.  Not  by  a  long  shot.  I  would  hate 
to  see  a  woman  who  had  gotten  a  false  negative  on  her  test  wait  another  three  years 
before  discovering  the  mistake.  If  our  new  health  care  plan  only  allows  for  a  pap  smear 
every  three  years,  a  woman  could,  hypothetically.  have  cervical  cancer  for  six  years 
before  it  is  discovered.  She  may  not  live  that  long. 

Cervical  cancer  kills  lO.OOO  women  a  year — and  it  is  completely  treatable.  The 
only  treatable  cancer.  Cervical  dysplasia  and  early  cervical  cancer  can  be  easily  and 
inexpensively  treated  in  a  doctor's  oflice.  Full-blown  cervical  cancer  can  require 
hysterectomy  and  a  hospital  stay.  And.  if  left  undetected  for  too  long,  it  means  death. 

Annual  Pap  smears  are  an  integral  part  of  good  preventive  health  care  for  women 
and  adolescent  girls. 

Thank  you. 
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Mr.  Towns.  My  colleague  has  a  conflict  and  so  I  would  like  to 
yield  to  Congressman  Schiff  and  then  to  Congressman  Portman  be- 
fore going  back  to  the  witnesses. 

Mr.  Schiff.  I  appreciate  that  courtesy  because  we  both  had  mat- 
ters before  this  hearing  was  planned,  but  I  would  like  to  hear  Dr. 
Green's  testimony,  if  I  may. 

Mr.  Towns.  Sure.  Dr.  Green. 

STATEMENT  OF  RICHARD  P.  GREEN,  M.D.,  AMERICAN 
COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS 

Dr.  Green.  Mr.  Chairman,  I  am  Richard  P.  Green,  a  practicing 
obstetrician-gynecologist  here  in  the  District  of  Columbia.  I  am  tes- 
tifying on  behalf  of  the  American  College  of  Obstetricians  and  Gyn- 
ecologists, an  organization  representing  more  than  33,000  physi- 
cians providing  women's  health  care. 

As  a  primary  care  physician,  I  see  firsthand  the  effects  that  lack 
of  access  to  health  care  has  to  the  lives  of  women.  One  of  the  most 
disturbing  experiences  as  a  physician  is  to  treat  a  woman  suffering 
from  a  devastating  or  debilitating  health  condition  and  to  know 
that  if  I  had  seen  her  sooner,  I  could  have  prevented  or  reduced 
her  suffering.  For  this  reason,  I  must  begin  my  testimony  by  com- 
mending the  President  and  the  First  Lady  for  presenting  the  Na- 
tion with  a  plan  that  will  guarantee  American  women  access  to 
health  care  on  a  regular  basis.  This  is  a  major  step  forward. 

As  a  practicing  OB/GYN  for  20  years,  I  believe  that  early  detec- 
tion of  cancer  is  the  single  most  effective  way  to  improve  the  sur- 
vival rate  in  patients  with  cervical  and  breast  cancer.  I  am  here 
today  because  I  am  concerned  that  the  frequency  of  coverage  for 
Pap  smears,  general  medical  exams,  including  pelvic  exams  and 
mammograms,  is  not  adequate  under  the  American  Health  Secu- 
rity Act.  I  am  also  disturbed  that  there  is  no  physician  discretion 
for  more  frequent  cancer  screening  of  women  who  may  be  at  an  in- 
creased risk  for  cervical  or  breast  cancer  and  for  women  whose 
medical  condition  may  warrant  more  frequent  cancer  screenings. 
As  a  primary  care  physician,  I  have  a  responsibility  to  advocate  the 
best  care  possible  for  my  patients.  I,  like  most  OB/GYNs,  rec- 
ommend an  annual  Pap  smear  and  pelvic  exam  for  all  of  my  pa- 
tients. 

When  preparing  for  this  testimony,  I  could  not  remember  a  pa- 
tient of  mine  who  had  invasive  cervical  cancer.  I  believe  seeing  my 
gatients  annually  is  the  major  reason,  since  I  catch  the  problems 
efore  cancer  develops.  However,  in  discussing  the  issue  with  my 
colleagues,  I  heard  a  very  troubling  story.  A  colleague  of  mine  had 
a  patient  for  whom  he  has  provided  medical  care  and  health 
screens  for  a  number  of  years.  Afler  a  number  of  consecutive  an- 
nual exams,  including  Pap  smears  that  were  normal,  she  left  the 
area.  She  had  had  a  series  of  normal  Pap  smears  and  no  known 
risk  factors. 

Her  new  physician  felt  comfortable  extending  the  length  of  time 
between  his  evaluations.  When  she  returned  to  my  colleague's  city 
and  again  came  to  his  office,  it  had  been  just  over  2  years  since 
her  last  Pap  smear.  The  Pap  exam  on  this  visit  was  remarkably  ab- 
normal and  ultimately  led  to  a  diagnosis  of  cervical  cancer.  Fortu- 
nately, following  appropriate  therapy,  this  woman  is  alive  and  well, 
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clinically  free  of  disease.  Unfortunate  occasions  like  this  compel  me 
and  my  colleagues  to  argue  for  more  frequent  cancer  screenings 
than  those  in  the  President's  plan. 

Turning  to  mammography,  in  ACOG's  view  the  recommendation 
is  inadequate.  Clinical  breast  exams  should  be  done  by  the  physi- 
cian annually.  Of  course  self-breast  exam  should  be  done  by  the  pa- 
tient each  month.  As  a  sole  physician  for  many  of  my  patients,  I 
provide  them  with  all  of  their  preventive  health  care  services  and 
counseling  on  many  issues. 

Under  the  American  Health  Security  Act,  patients  who  have  seen 
me  once  a  year  for  the  past  20  years  will  only  be  allowed  to  see 
me  six  times  in  the  next  20  years.  We  would,  in  effect,  become 
strangers.  I  believe  that  the  health  of  many  of  my  patients  will  be 
drastically  harmed  by  limited  access  to  care. 

In  closing,  I  would  implore  you  to  make  the  health  care  concerns 
of  women  your  priority  rather  than  the  economic  benefits  derived 
by  limited  access  to  care.  If  you  don't,  it  is  the  women  of  this  coun- 
try who  will  suffer  gravely  as  their  access  to  providers  and  medical 
care  is  curtailed. 

We  taxpayers  pay  for  an  annual  physician  examination  for  our 
President  and  I  believe  that  American  women  should  receive  no 
less. 

[The  prepared  statement  of  Dr.  Green  follows:] 
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Mr.  Chairman,  Members  of  the  Subcormnittee.  I  am  Richard  P.  Green,  MD,  a  practicing 
obstetrician-gynecologist  here  in  the  District  of  Columbia.  On  behalf  of  the  American 
College  of  Obstetrician  and  Gynecologists  ( ACOG),  an  organization  representing  more  than 
33,000  physicians  providing  women's  health  care,  I  appreciate  the  opportunity  to  testify  on 
the  implications  for  women's  health  of  the  health  care  benefits  package,  contained  in  the 
President's  health  system  reform  proposal,  the  American  Health  Security  Act. 

As  a  primary  care  physician,  I  see  first-hand  the  effects  lack  of  access  to  health  care  has  on 
the  lives  of  women.  One  of  the  most  disturbing  experiences,  as  a  physician,  is  to  treat  a 
woman  suffering  from  a  devastating  or  debilitating  health  condition  and  to  know  that  if  I 
had  seen  her  sooner  1  could  have  prevented  or  reduced  her  suffering.  For  this  reason,  I 
must  begin  my  testimony  by  commending  the  President  and  the  First  Lady  for  presenting 
the  nation  with  a  plan  that  will  guarantee  American  women  access  to  health  care  on  a 
regular  basis.   This  is  a  major  step  forward. 

I  must  note  with  disappointment,  however,  that  I  cannot  say  the  plan  guarantees  access  for 
all  women  -  as  the  consequences  of  lack  of  health  insurance  are  no  less  devastatmg  for 
undocumented  aliens.  Lack  of  access  to  maternity  care  is  particularly  troubling.  The 
children  of  undocumented  aliens  are  American  citizens,  who  deserve  a  healthy  start  in  life, 
and  I  hope  Congress  will  address  this  issue. 

Turning  to  the  specifics  of  the  benefit  package,  I  applaud  the  Administration  for  including 
family  planning  and  pregnancy-related  services  in  its  guaranteed  national  benefits  package. 
These  services  are  essential  in  providing  necessary  and  quality  health  care  for  the  women 
of  this  country.  Today,  I  will  focus  on  coverage  for  clinical  preventive  health  services  for 
women  ~  specifically  Pap  smears,  general  medical  exams,  including  pelvic  exams,  and 
mammograms. 

As  a  pranicing  ob-gyn  more  than  twenty  years,  I  believe  that  early  detection  of  cancer  is  the 
single  most  effective  way  to  improve  the  survival  rate  in  patients  with  cervical  and  breast 
cancer.  I  am  here  today  because  I  am  concerned  that  the  frequency  of  coverage  for  Pap 
smears,  general  medical  exams,  including  pelvic  exams,  and  matrunograms  may  not  be 
adequate  under  the  American  Health  Security  Act.  Moreover,  I  am  deeply  disturbed  that 
there  is  not  adequate  flexibility  for  physician  discretion  in  more  frequent  cancer  screening 
for  women  who  may  be  at  an  increased  risk  for  cervical  or  breast  cancer,  or  for  women 
whose  medical  conditions  may  warrant  more  frequent  cancer  screening. 

In  1985,  ACOG  organized  a  task  force  of  physicians  to  review  the  methods  of  screening  for 
cancer  and  to  develop  guidelines  for  cancer  screening  in  women.  In  developing  its 
recommendauons,  the  task  force  reviewed  current  literature  and  met  with  experts  and 
authorides  from  other  organizations  in  the  field  of  cancer  screening.  ACOG 
recommendations  for  cancer  screening  are  based  on  the  most  optimal  risk-benefit  ratio,  and 
I  believe  that  any  guidehnes  for  cancer  screening  should  be  based  on  similar  data. 
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RECOMMENDATIONS  FOR  PAP  SMEARS  AND  PELVIC  EXAMS 

While  I  am  cenainly  pleased  that  the  Administration  has  taken  the  first  step  in  covering  Pap 
smears  and  pelvic  exams  for  most  women  of  childbearing  potential,  I  feel  that  some 
important  deficiencies  exist  in  the  Administrations  proposed  coverage. 

AGOG  makes  the  following  recommendations  for  Pap  smears  and  pelvic  exams: 

•  All  women  who  are  sexually  active  or  who  have  reached  age  18  should 
undergo  an  aimual  Pap  smear  and  pelvic  exam. 

•  After  a  woman  has  had  three  or  more  consecutive  satisfactory  annual 
exams  with  normal  findings,  the  Pap  test  may  be  performed  less 
frequently  at  the  discretion  of  her  physician.  However,  an  armual  pelvic  exam 
is  still  recommended. 

•  Women  who  have  the  HTV  virus,  who  smoke  cigarettes,  or  who  have  multiple 
sexual  panners  are  at  an  increased  risk  for  preinvasive  lesions  of  the  cervix 
and  should  have  Pap  smears  annually. 


As  a  primary  care  physician,  I  have  a  responsibility  to  advocate  the  best  care  possible  for 
my  patients.  I,  like  most  ob-gyns.  recommend  an  annual  Pap  smear  and  pelvic  exam  for  all 
of  my  patients  for  the  following  reasons.  Each  year  approximately  13,000  new  cases  of 
invasive  cervical  cancer  are  diagnosed  and  more  than  half  of  these  women  die.  For  patients 
who  are  diagnosed  early,  the  survival  rate  is  more  than  80  percent.  The  majority  of  women 
who  die  from  cervical  cancer  have  not  had  annual  Pap  smears.  In  addition.  Pap  smears  can 
help  detect  treatable  conditions  such  as  the  Human  Papillomavirus  and  other  sexually 
transmitted  diseases  that  may  indicate  a  probability  of  developing  cervical  cancer  later. 

When  preparing  for  this  testimony,  I  could  not  remember  a  patient  of  mine  who  had 
invasive  cervical  cancer.  I  believe  seeing  my  patients  aimually  is  the  major  reason,  since  I 
catch  the  problems  before  cancer  develops.  However,  in  discussing  the  issue  with  my 
colleagues,  I  heard  a  very  troubling  story. 

A  colleague  of  mine  had  a  patient  for  whom  he  had  provided  medical  care  and  health 
screening  for  a  nimiber  of  years.  After  a  number  of  consecutive  annual  exams,  including 
Pap  smears  that  were  normal,  she  left  the  area.  Since  she  had  had  a  series  of  normal  Pap 
smears  and  no  known  risk  factors,  her  new  physician  felt  comfortable  extending  the  length 
of  time  between  these  evaluations.  When  she  remmed  to  my  colleague's  city  and  again 
came  to  his  office,  it  had  been  just  over  two  years  since  her  last  Pap  smear.  The  Pap  exam 
on  this  visit  was  remarkably  abnormal,  and  ultimately  led  to  a  diagnosis  of  cervical  cancer. 
Fortunately,  following  appropriate  therapy,  this  woman  is  ahve  and  well,  clinically  free  of 
disease.  However,  it  is  likely  that  earlier  detection  would  have  decreased  the  likelihood  of 
her  requiring  the  hystereaomy  and  subsequent  radiation  treatments  she  needed  at  the  time 
her  diagnosis  was  made. 
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Unfortunate  situations  like  this  compel  me  and  my  colleagues  to  question  the  wisdom  of  the 
schedule  for  preventive  services  included  in  the  President's  plan. 

A  chart  comparing  ACOG  recommendations  for  Pap  smears  and  pelvic  exams  to  the 
American  Health  Security  Act  follows: 


AGE 

ADMINISl  RATION  COVERED  CLINICAL  PREVENTIVE 
SERVICES 



ACOG  RECOMMENDATIONS 

h-19 

Once  menaiche  is  reached.  Pap  smears/pelvic  exam  every  3 
years  after  3  annual  negative  tests  have  been  obtained. 

Annual  Pap  smears* /pelvic  exams  for 
women  who  are  sexually  active  or  by  18 
years  of  age. 

20-39 

Pap  smears/pelvic  exam  every  3  years  after  3  annual  negative 
tests  have  been  obtained.   Pap  smear  sCTeening  provided 
amiually  for  women  at  risk  for  sexually  transmitted  diseases. 

Annual  Pap  smears'/pelvic  exams. 

40-49 

Pap  smears/pelvic  exam  every  3  years  after  3  annual  negative 
tests  have  been  obtained.    Pap  smear  screening  provided 
annuahv  for  women  at  risk  for  sexuallv  transmitted  diseases. 

Annual  Pap  smears* /pelvic  exams. 

50-64 

Pap  smears/pelvic  exam  every  2  years. 

Annual  Pap  smears' /pelvic  exams. 

1      65  + 

No  Pap  smears  provided. 

Annual  Pap  smears'/pelvic  exams. 

'  After  3  or  more  consecutive,  satisfactory  annual  exams  with  normal  fmdings,  the  Pap  smear  may  be  performed  less  frequently 
at  the  discretion  of  the  physician.   However,  an  annual  pelvic  exam  is  still  recommended.   Women  who  have  the  HTV  virus, 
smoke  cigarettes,  or  who  have  multiple  sexual  partners  are  at  an  increased  risk  for  preinvasive  lesions  of  the  cervix  and  should 
have  pap  smears  annually 


As  I  have  slated,  I  believe  annual  Pap  smears  are  a  must.  The  President's  proposal  does 
provide  for  annual  Pap  smears  of  women  between  the  ages  of  20-49  who  are  at  risk  for 
sexually  transmitted  diseases.  Adolescents  are  one  of  the  groups  at  significant  risk  for 
sexually  transmitted  disejises.  Unfortunately,  I  can  assure  you  there  are  many  women  below 
the  age  of  20  who  are  at  risk  for  sexually  transmitted  diseases  and  I  need  to  see  them 
annually.  Furthermore,  many  women  over  the  age  of  49  are  also  at  risk  for  sexually 
transmitted  diseases.  We  do  not  like  to  think  of  this,  but  many  women  who  are  at  risk  for 
sexually  transmitted  diseases  do  not  Kahze  it.  Moreover,  I  may  not  always  be  aware  that 
patients  are  at  risk  for  sexually  transmitted  diseases.  It  is  always  sad  to  treat  a  patient  who 
has  a  sexually  transmitted  disease  when  she  says  her  husband  is  her  only  sexual  partner  and 
she  his.  Again,  the  practical  realities  argue  for  annual  Pap  smears.  Also,  tmder  the 
President's  recommendations,  annual  Pap  smears  are  not  allowed  for  women  who  smoke 
cigarettes,  which  is  a  proven  risk  faaor  for  cervical  cancer. 

As  a  schedule  for  preventive  services,  it  would  appeeu'  that  the  limitations  on  periodicity  do 
not  apply  to  those  with  specific  histories  or  conditions  that  warrant  more  frequent  Pap 
smears.   For  example,  as  a  foUow-up  to  recurrent  abnormal  Pap  smears.  Pap  smears  may 
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be  repeated  every  three  to  six  months.  I  would  assume  that  the  schedule  does  not  apply  to 
these  cases.   This  should  be  made  clear. 

ACOG  also  opposes  the  lack  of  coverage  for  Pap  smears  and  pelvic  exams  for  women  aged 
64  and  over.  More  than  one-fourth  of  all  diagnosed  cases  of  cervical  cancer  occurs  in 
women  aged  65  and  older,  and  41%  of  all  cervical  cancer  deaths  occur  in  this  population. 
I  beUeve  that  it  is  a  necessity  that  reproductive  cancer  screening  be  extended  beyond  the  age 
of  64. 

Women  equate  their  aimual  exam  with  a  Pap  smear.  And  because  of  the  dramatic 
reduction  of  deaths  resulting  from  cervical  cancer,  we  tend  to  focus  on  the  Pap  smear.  In 
reality,  the  Pap  smear  is  done  during  a  pelvic  exam  and  the  exam  is  equally  imponant  to 
a  woman's  health.  The  pelvic  exam  is  used  to  detect  a  wide  variety  of  gynecologic  problems, 
such  as  ovarian  cysts,  growth  and  abnormalities  of  the  uterus,  and  menopause-related 
problems.  And  as  I  indicated  earUer,  ACOG  recommends  that  pelvic  exams  be  done  on  an 
aimual  basis. 

RECOMMENDATIONS  FOR  MAMMOGRAPHY 

In  1993,  it  was  projected  that  183,000  women  in  the  United  States  would  develop  breast 
cancer  and  over  a  third  would  die  from  the  disease.  In  addition,  one  in  9  women  will 
develop  breast  cancer  during  her  lifetime.  Moreover,  breast  cancer  is  the  second  most 
common  cause  of  death  from  cancer  in  women  despite  the  fact  that  breast  cancer  screening 
is  the  most  studied  of  all  cancer  screening  procedures. 

The  three  screening  tests  usually  considered  for  breast  cancer  are  clinical  exam  of  the 
breast,  x-ray  mammography,  and  breast  self-exam.  Neither  the  efficacy  of  mammography 
or  the  safety  of  mammography  are  in  doubt.  However,  mammograms  are  only  effective  in 
the  screening  of  cancer  when  appropriate  screening  intervals  are  utilized.  Consequently,  I 
am  deeply  concerned  that  the  American  Health  Security  Act  would  only  cover  mammograms 
every  two  years  for  women  aged  50  and  over.  Furthermore,  I  am  particularly  disturbed  that 
the  frequency  of  screening  is  inadequate  for  women  aged  35-50  imder  the  Administration's 
plan  since  women  aged  40-50  with  breast  cancer  have  the  highest  incidence  of  mortality  due 
to  their  disease. 

ACOG  makes  the  following  recommendations  for  mammography. 

•  Mammography  is  suggested  every  1-2  years  for  women  aged  40-50  years. 

•  Mammography  is  reconmiended  aimually  for  women  over  50  years  of  age. 

In  my  own  practice,  I  routinely  do  clinical  breast  exams  for  all  my  patients  when  they  come 
in  for  office  visits.  I  follow  the  ACOG  recommendations  for  women  aged  40  and  over.  I 
believe  these  are  appropriate,  and  less  frequent  coverage  will  undoubtedly  leave  some 
women  facing  more  advanced  cancer. 
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The  White  House  has  suggested  that  those  criticizing  the  mammography  coverage  have 
misinformation.  With  respect  to  mammography  coverage,  Mrs.  Clinton  has  said  "Every 
woman  for  whom  any  doctor  believes  it  is  medically  necessary  or  appropriate  can  start  at 
whatever  age  is  the  age  that  doctor  thinks  is  the  one  that  she  should  begin."  I  do  not  claim 
to  be  a  legislative  expen.  but  when  I  read  a  chan  that  says  coverage  begins  at  50  and  then 
every  other  year  thereafter,  I  would  not  understand  that  1  could  order  a  screening 
mammogram  for  a  woman  at  age  40  because  I  feel  this  is  when  women  should  begin 
manmiography  screening. 

I  assume  that  when  specific  conditions  arise  for  which  mammography  is  indicated,  such  as 
the  discovery  of  a  breast  lump,  coverage  would  be  provided.  However,  this  needs  to  be 
clear  or  patients  will  be  denied  coverage.  Let  me  tell  you  about  a  situation  where  this  exact 
confusion  would  have  had  devastating  effects  but  for  the  perseverance  of  a  young  woman 
and  the  willingness  of  one  of  my  colleagues  to  provide  services  free  of  charge. 

A  single  woman  in  her  mid-thirties  with  two  children  discovered  a  small  lump  in  her  right 
breast  while  doing  a  breast  self-e.xam.  Despite  having  a  family  history  of  breast  cancer,  her 
insurance  carrier  would  not  cover  an  additional  visit  to  her  ob-gyn,  since  she  had  already 
had  an  annual  physical  exam  four  months  prior  to  the  discovery  of  the  lump.  She  went  to 
the  ob-gyn  anyway.  Her  ob-gyn  recommended  that  she  come  in  and  agreed  to  pursue  her 
follow-up  with  the  insurance  carrier.  After  two  weeks  of  trying  unsuccessfully  to  reason  with 
the  insurance  carrier  to  cover  his  patient's  expenses  for  subsequent  visits  -  which  included 
a  baseline  manm^ogram,  excising  the  lump,  and  additional  testing  ~  my  colleague  agreed  to 
just  absorb  these  costs.  Had  there  not  been  a  mammography  machine  in  his  office,  he 
would  not  have  had  this  option.  The  patient's  lump  was  mahgnant  and  her  entire  right 
breast  had  to  be  removed  shortly  thereafter.  Although  her  prognosis  was  excellent  after  the 
surgery,  the  patient  and  my  colleague  were  thoroughly  upset  that  intransigent  insurance 
standards,  based  on  economic  factors,  would  dictate  the  patient's  access  to  care  rather  than 
her  necessity  for  treatment.  For  women,  like  the  one  in  this  situation,  it  is  critical  that  the 
rules  for  coverage  be  clear.  It  is  not  enough  for  the  legislative  experts  to  understand:  my 
colleagues  and  I  must  understand. 

GENERAL  MEDICAL  EXAMS 

Although  we  often  focus  on  the  Pap  smear,  there  are  many  other  reasons  why  primary  care 
physicians,  like  myself,  need  to  see  patients  annually.  The  President's  plan  only  covers  a 
medical  visit  every  three  years.  Major  changes  may  occur  in  the  intervening  years.  A 
woman  may  change  sexual  partners,  get  married,  or  get  divorced,  all  actions  that  may  affect 
the  coimseling  I  would  share  with  her. 

As  the  sole  physician  for  many  of  my  patients,  I  have  a  responsibility  to  provide  them  with 
preventive  health  care  services  such  as  clinical  breast  exams,  health  education,  screening  for 
hypertension,  osteoporosis,  sexually  transmitted  diseases,  and  counseling  about  health 
behaviors,  such  as  diet  and  smoking.    Identification  of  health  related  problems  such  as 
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domestic  violence  also  occurs  during  an  exam. 

I  truly  believe  that  if  we  are  going  to  improve  the  health  of  women,  we  must  not  simply 
allow,  but  must  encourage  them  to  have  annual  visits.  Under  the  American  Health  Security 
Act,  patients  who  have  seen  me  once  a  year  for  the  past  twenty  years  will  only  be  allowed 
to  see  me  six  times  in  the  next  twenty  years.  I  believe  that  the  health  of  many  of  my 
patients  will  be  drastically  affected  by  such  limited  access  to  preventive  care. 

CONCLUSION 

In  closing,  I  would  like  to  thank  you  for  holding  this  hearing  on  the  President's  basic 
benefits  package  on  women's  health.  We  commend  the  President  for  taking  this  major  step 
forward  in  improving  women's  health.  With  the  refinements  we  have  suggested,  we  believe 
women's  health  wiU  be  improved.  As  Congress  deliberates  on  health  care  reform,  I  would 
implore  that  you  take  into  consideration  the  health  concerns  of  women  rather  than  the 
economic  benefits  derived  by  limited  access  to  appropriate  care.  Please  do  not  let  fiscal 
responsibility  overshadow  the  very  real  lives  and  health  of  the  women  of  this  country  who 
will  be  gravely  affected  if  their  access  to  providers  and  medical  care  is  cunailed.  We 
taxpayers  pay  for  an  annual  physical  exam  for  our  presidents;  American  women  should 
receive  no  less. 
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Mr.  Towns.  Before  I  yield  to  Congressman  Schiff,  I  would  just 
like  to  point  out  to  the  Members  that  we  have  requested  NCI  to 
talk  about  their  guidelines  and  the  science  behind  them,  and  not 
about  the  health  plan. 

I  would  like  the  Members  to  keep  this  in  mind  when  they  raise 
questions  because  we  agreed,  previously  with  NCI  not  to  discuss 
health  care  reform  with  them  today.  With  that  in  mind,  I  now  yield 
to  Congressman  Schiff. 

Mr.  Schiff.  Mr.  Chairman,  thank  you  very  much  for  yielding  to 
me,  I  appreciate  it.  Mr.  Chairman,  I  have  no  specific  questions  for 
the  witnesses. 

I  have  appreciated  their  testimony.  I  have  appreciated  their  obvi- 
ously many  years  of  expertise  in  this  area.  I  cannot,  however,  resist 
just  bringing  up  again  the  context  in  which  we  are  having  this  dis- 
cussion, we  are  having  a  discussion  of  what  are  the  appropriate 
medical  standards  in  this  case  for  tests  for  women's  health  care,  in 
the  context  of  an  initial  proposal  from  the  administration  that  the 
government  is  going  to  tell  women  what  their  health  care  is  going 
to  be. 

The  administration's  proposal  is  that  State  governments  will  run 
regional  alliances  under  the  supervision  of  a  brand  new  Federal  bu- 
reaucracy known  as  the  National  Health  Board.  And  I  am  not  a 
knee-jerk  supporter  of  the  way  we  do  things  now. 

I  thought  the  President  in  his  address  to  the  country  rightfully 
brought  up  some  things  that  do  exist  in  our  country  today,  but  I 
do  not  think  that  the  direction  we  are  going  in  is  really  going  to 
make  an  improvement  and  may  in  fact  be  adverse  to  where  we  are 
now. 

With  that,  I  yield  back. 

Mr.  Towns.  Congressman  Portman, 

Congressman  Payne. 

Mr.  Payne.  Thank  you  very  much  Mr.  Chairman. 

I  apologize  for  being  late;  there  was  a  conflict  that  I  had,  and  I 
am  sorry  that  I  was  unable  to  hear  our  colleagues  on  the  first 
panel. 

I  would  ask  unanimous  consent  to  have  an  opening  statement 
placed  in  the  record. 

Mr.  Towns.  Without  objection,  so  moved. 

[The  prepared  statement  of  Mr.  Payne  follows:] 
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Rep.  Donald  M.  Payne  (NJ-lOth) 

HRIR-Hearing 

"Standard  Health  Benefits: 

Implications  for  Women's  Health" 

October  15,  1993 


Good  Afternoon.   I  would  like  to  begin  by  commending  the  Chairman  for  his  leadership  in 
calling  this  hearing  this  afternoon.   I  would  also  like  to  extend  my  regards  to  the  panel  of 
witnesses  who  have  agreed  to  provide  us  with  their  testimony. 

As  we  all  know,  the  issue  of  health  care  reform  is  at  the  center  of  our  national  debate  these 
days.   With  the  President's  release  of  his  reform  plan  late  last  month,  more  and  more 
attention  has  been  focused  on  health  care  reform. 

We  all  know  that  the  need  for  reform  is  urgent  because  according  to  new  census  figures 
released  two  weeks  ago,  there  were  2  million  more  Americans  without  health  insurance  at 
the  end  of  1992  than  at  the  end  of  1991.    President  Clinton  asserts  that  his  proposal  will 
address  the  millions  of  people  in  this  country  who  are  uninsured. 

However,  concerns  have  been  raised  that  a  large  segment  of  his  constituency  that  is  being 
lost  in  the  debate  over  health  care  reform  are  American  women.   Women  in  this  health  care 
system  are  a  population  that  have  been  long  neglected.    And,  issues  dealing  with  women's 
health  and  research  have  been  put  on  the  back  burner  for  too  long. 

Women  are  physiologically  and  biologically  different  from  men  and  yet  women's  health  has 
been  treated  as  if  it  were  men's  health.   Few  research  trials  have  been  conducted  on  women. 
One  example  is  the  aspirin  study  to  determine  the  effects  of  aspirin  in  preventing  heart 
attacks.    Heart  disease  is  the  number  one  killer  of  men  and  women,  thousands  of  men 
participated  in  the  clinical  trials,  and  no  women  were  included. 

The  President's  health  care  reform  plan  does  not  adequately  address  some  issues  that  impact 
women.    For  instance,  every  year,  an  estimated  13,000  develop  cervical  cancer  and 
approximately  4,500  die  from  it  annually.    African  American  women  are  2  1/2  times  more 
likely  to  develop  cervical  cancer  than  their  Caucasian  counterparts. 

Yet,  it  appears  that  the  President's  plan  does  not  make  sufficient  provisions  for  women  to 
receive  annual  pap  tests.    The  pap  smear  has  been  instrumental  in  achieving  a  75  percent 
reduction  in  the  number  of  deaths  from  cervical  cancer.    This  test  is  relatively  inexpensive 
and  easily  administered,  and  is  recognized  as  the  most  effective  screening  tool  in  the 
prevention  of  this  devastating  and  potentially  life-threatening  disease. 

A  recent  national  health  interview  survey  suggested  that  the  women  at  highest  risk  of  cervical 
cancer  mortality  are  least  likely  to  receive  pap  tests.    Of  the  5  percent  of  American  women 
20  to  80  years  of  age  who  have  never  had  a  pap  smear,  it  is  estimated  that  they  account  for  a 
disproportionate  37  percent  of  cervical  cancer  deaths. 

Additionally,  there  seem  to  be  inadequate  provisions  for  mammograms  in  the  President's 
health  care  reform  plan.   The  proposal  includes  coverage  for  biennial  mammograms  for 
women  over  50.   With  approximately  1.5  million  cases  of  breast  cancer  expected  to  be 
diagnosed  this  decade,  can  we  afford  not  to  cover  them  annually? 

Again,  Mr.  Chairman,  thank  you  for  calling  this  hearing  and  I  look  forward  to  the  testimony 
of  our  witnesses. 
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Mr.  Payne.  Dr.  Sondik,  in  your  professional  opinion,  how  often 
should  women  receive  mammography  screening  in  order  to  detect 
breast  cancer  at  its  earliest  and  treatable  stages? 

Dr.  Sondik.  Our  current  guidelines  are  every  1  to  2  years  for 
women  in  their  40's,  and  annually  thereafter  for  women  in  their 
50's  and  beyond. 

Mr.  Payne.  Are  there  any  other  physicians  that  have  any  dif- 
ferent opinions: — Dr.  Green  do  you  agree  with  that? 

Dr.  Green.  I  would  agree  with  that,  sir,  assuming  that  the  mam- 
mogram was  normal,  if  it  was  normal,  then  1  to  2  years  in  the  40 
to  49  bracket,  and  if  it  was  normal,  annually  from  age  50  on. 

Mr.  Towns.  Will  the  gentleman  yield? 

Mr.  Payne.  Yes,  certainly  Mr.  Chairman. 

Mr.  Towns.  If  there  is  a  history  in  the  family,  say  where  this  has 
occurred  over  and  over  again,  would  that  put  a  person  on  a  special 
watch? 

Dr.  Green.  It  would  indeed.  Breast  cancer  does  seem  to  show  up 
in  famihes.  If  you  had  a  normal  mammogram,  I  think  depending 
on  the  age  of  the  patient — let's  use  the  40  to  49  bracket.  If  I  had 
a  known  history  in  the  family  of  breast  cancer,  then  I  don't  think 
I  would  encourage  that  patient  to  go  to  the  every  2  years  interva.1. 
I  would  be  inclined  to  start  her  mammograms  on  an  annual  basis 
at  age  40. 

There  might  come  a  time  that  it  has  to  be  repeated  every  6 
months.  You  are  looking  to  maintain  the  patient's  breast  health 
well-being. 

So  there  is  a  broad  category  that  we  try  to  put  everybody  in  and 
then  certain  specific  situations,  such  as  the  one  you  have  expanded 
on,  would  require  special  attention. 

Mr.  Payne.  Thank  you. 

Ms.  Smart-Smith,  can  you  describe  for  me  the  population  that  is 
at  risk,  highest  at  risk  for  cervical  cancer  in  your  opinion? 

Ms.  Smart-Smith.  What  I  can  describe  to  you  are  the  patients 
that  come  to  my  clinic  center.  We  see  22,000  patients  a  year  at  my 
center  alone  in  Brooklyn  and  what  we  are  talking  about  here  are 
numerous  young  women,  I  would  say  between  the  ages  of  12  and 
18,  using  that  as  the  cutoff  point,  who  come  in  with  abnormal  Pap 
smears. 

We  then  see  women  of  all  ages,  but  when  we  are  looking  at  ado- 
lescent women,  one  of  the  most  important  things  we  can  do  for 
them  is  have  that  annual  Pap  smear  to  begin  to  detect  changes  in 
their  Pap  smears.  One  thing  we  are  finding  more  and  more  for 
women  of  all  ages,  but  particularly  young  adolescent  females,  is  the 
fact  that  they  are  now  having  many,  many  abnormal  Pap  smears. 
For  instance,  I  did  a  very  small  statistical  finding  about,  oh,  6 
months  ago  and  out  of  800  Pap  smears  in  1  month,  we  had  400  ab- 
normal Pap  smears  for  women  who  came  in  to  us. 

Mr.  Payne.  What  is  the  approximate  charge  of  a  Pap  smear  in 
your  agency? 

Ms.  Smart-Smith.  Well  in  my  agency  the  Pap  smear  is  included 
in  the  visit  fee.  And  I  would  say,  if  you  had  it  by  itself,  it  would 
run  about  $15  to  $20. 
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Mr.  Payne.  And  what  are  the  kind  of  recognized  practices  for 
education  and  prevention  once  you  discover  that  there  is  a  problem 
or  even  prior  to  a  problem? 

Do  you  conduct  prevention  discussions  with  them  or  use  another 
approach? 

Ms.  Smart-Smeth.  I  am  pleased  to  talk  to  you  about  that.  At 
Planned  Parenthood  of  New  York  City  every  time  a  woman  comes 
in,  particularly  younger  women,  and  women  that  are  coming  in  for 
their  initial  exams  and  annual  exams,  they  have  counseling. 

In  this  counseling  piece,  they  go  over  all  the  preventive  methods 
and  measures  for  our  patients.  In  addition  to  that,  if  someone  has 
an  abnormal  Pap  smear,  we  morally  and  ethically  followup  with 
that  person  and  make  every  attempt  to  get  them  back  in  for  a  con- 
sultation visit  where  we  explain  to  them  what  the  result  of  the  Pap 
smear  is  and  what  it  means  to  them,  what  protective  measures 
they  need  to  take  and  what  needs  to  happen  next,  usually  a 
colposcopy. 

We  also  have  an  education  and  outreach  department  onsite  that 
goes  out  into  the  communities  to  do  case  finding  and  to  give  this 
information  to  women  who  may  not  be  coming  into  us. 

Mr.  Payne.  OK  Thank  you  very  much.  Just  finally,  perhaps,  I 
could  ask  Dr.  Sondik,  a  year  or  so  ago  we  had  a  pretty  thorough 
hearing,  maybe  6  months  ago — on  Tamoxifen. 

At  that  time  it  was  felt  that  women  were  not  properly  counseled 
in  many  of  the  clinical  trials  about  the  potential  side  effects.  As  you 
know,  there  were  28,000  women  that  were  going  to  be  a  part  of  a 
particular  study;  50  percent  would  be  given  the  medication.  There 
was  some  concern  for  healthy  women  participating  in  the  clinical 
trials  that  proper  measures  were  not  in  place.  In  the  haste  of  set- 
ting up  the  tests  and  not  establishing  a  uniform  system  throughout 
the  various  clinics  that  were  participating  in  the  trials,  it  was  dis- 
covered that  women  were  not  properly  counseled  as  to  the  fact  that 
Tamoxifen  could  possibly  cause  cervical  cancer,  blindness,  and 
other  potential  risks. 

What  type  of  followup  has  NCI  done  and  have  you  monitored  the 
situation  since  the  hearing?  Because  prior  to  our  investigation  and 
hearing,  there  was  very  little  monitoring  done  by  NCI. 

Dr.  Sondik.  I  would  be  pleased  to  respond  to  that.  You  are  refer- 
ring to  the  Tamoxifen  trial,  which  involved  about  16,000  women  in 
total.  Actually  I  am  very  pleased  to  say  that  the  recruitment  for 
that  is  coming  along  extremely  well  and  there  is  great  interest  in 
the  scientific  and  public  community  for  participating  in  that. 

In  response  to  your  concerns  and  others',  we  reviewed  all  of  our 
procedures  regarding  informed  consent  and  all  of  the  materials. 
They  were  all  brought  in.  This  is  a  very  large  trial  being  conducted 
at  literally  hundreds  of  sites  around  the  country. 

We  reviewed  all  of  the  material  concerned  with  informed  consent, 
how  this  material  was  being  disseminated  and  made  sure  that  it 
was  standardized  so  that  it  made  the  specific  points  that  needed 
to  be  considered,  the  points  that  the  community  was  concerned 
about.  It  is  very  important  in  any  trial  like  this,  that  women  be 
completely  apprised  of  any  potential  side  effects  that  might  occur. 
And  I  might  even  say,  especially  so  in  a  prevention  trial.  And  even 
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more  so  in  this  one,  which  is  really  the  first  large  scale  prevention 
trial. 

We  have  been  monitoring  the  sites  to  be  sure  that  the  informa- 
tion is  passed  along  and  are  currently  very  pleased  with  our 
progress  so  far. 

I  think  the  response  of  the  community  to  this,  both  the  scientific 
and  the  public  I  think  is  one  testimony  to  the  effectiveness  of  these 
procedures  so  far. 

Mr.  Payne.  Thank  you. 

Looks  like  my  time  has  expired,  but,  Mr.  Chairman,  if  you  will 
indulge  one  quick  final  question. 

At  the  time  we  found  that  the  minority  participation  was  lacking 
in  the  clinical  trials.  There  was  a  lack  of  an  approach  or  an  out- 
reach program  to  recruit  women  in  minority  communities.  Offhand, 
would  you  know  whether  that  effort  has  been  expanded  and  wheth- 
er this  sampling  will  be  representative  of  the  total  face  of  America 
and  not  just  those  that  are  highly  motivated  or  are  healthier  and 
more  aware? 

You  know,  health  is  something  that,  even  with  national  health 
insurance,  different  people  have  different  levels  of  knowledge  about 
prevention  and  wellness  and  so  forth.  Has  there  been  an  increase 
in  the  number  of  minorities  or  what  have  you  done  to  attempt  to 
do  that? 

Dr.  SoNDiK.  Well,  this  is  an  issue  not  only  for  this  particular 
trial  but  for  all  studies  under  way  at  NIH.  Aiid  there  has  been  a 
considerable  focus  of  the  leadership  of  NIH  on  how  to  achieve  this 
type  of  widespread  recruitment.  We — all  of  the  investigators  in  this 
study  submitted  plans  for  this  recruitment. 

Again,  in  response  to  the  raising  of  these  questions,  these  plans 
have  been  reviewed,  and  we  have  worked  with  our  Office  of  Cancer 
Communications  and  others  on  strategies  for  communicating  the 
trial,  notice  about  the  trial,  the  implications  of  it,  the  potential  ben- 
efits of  it,  the  potential  costs  of  it,  if  you  will,  to  these  commu- 
nities— I  don't  have  figures  with  me  today  on  minority  participa- 
tion, but  I  would  be  happy  to  supply  those  to  you  for  the  record. 

Mr.  Payne.  Thank  you  very  much. 

[The  information  follows:] 
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Insert  to  the  record 

Minority  recruitment  v/ilhin  the  Breast  Cancer 
Prevention  Trial 


Before  the  trial  was  initiated,  the  investigators  set  the  goal  that  minority  racial  and 
ethnic  groups  be  represented  among  participants  randomized  to  the  trial  in  proportion 
similar  to  the  population  of  women  eligible  for  the  trial.  Each  clinical  center  was 
directed  to  plan  for  the  recruitment  of  special  populations.  In  the  first  months  of  the 
study,  it  was  recognized  that  entry  of  minority  participants  was  falling  below  the  study 
goals.  Initially,  most  of  the  participants  were  self-referred,  and  two  percent  of  the 
participants  randomized  were  minorities. 

In  an  effort  to  emphasize  the  need  for  minority  recruitment  to  the  investigators  involved 
in  the  BCPT,  this  data  and  a  model  for  recruiting  minority  participants  were  presented  at 
the  September  1992  BCPT  workshop.  The  topic  was  discussed  in  greater  detail  during 
roundtable  discussions. 

Beginning  in  December  1992,  additional  efforts  were  made  to  increase  minority 
recruitment.  These  efforts  included  the  following: 

The  Recruitment,  Promotion,  and  Compliance  Committee  met  to  discuss 
this  topic.  Outside  consultants  were  invited  to  provide  the  NSABP  with 
additional  input; 

*  The  winter  BCPT  staff  newsletter  contained  information  relevant  to 
minority  recruitment  in  order  to  emphasize  the  continued  need  for  these 
efforts  and  to  offer  strategies; 

One  session  at  the  NSABP  group  meeting  held  in  January  1993  was 
devoted  solely  to  issues  related  to  recruiting  minorities  to  the  BCPT. 
These  presentations  identified  reasons  minorities  do  not  participate  in 
research  and  offered  .strategies  for  overcoming  barriers; 

At  the  most  recent  BCPT  workshop  held  in  June  1993,  information  was 
shared  relevant  to  minority  recruitment; 

•  A  public  service  announcement  geared  to  women  of  color  is  being 
produced.  It  will  be  distributed  to  all  BCPT  clinical  centers  to  augment 
their  local  efforts.  The  NSABP  also  plans  to  develop  a  PSA  targeted 
towards  Hispanic  women,  and: 

'  A  project  to  support  study  and  evaluation  of  minority  rccraitment  has  been 
funded  by  NCI.  Personnel  include  minority  recruitment  specialists  and  who 
will  work  with  the  recruitment  sites. 
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Funding  has  been  provided  to  cover  the  costs  of  trial  participation  for  the 
economically  disadvantaged. 


In  recruitment  data  for  June  1993  through  August  1993,  the  most  recent  data  available, 
the  percent  of  \women  entering  the  trial  who  are  minorities,  had  risen  to  four  percent 
from  the  early  figures  one  year  hefore  of  two  percent.  The  efforts  over  the  past  year  are 
showing  improvement,  and  will  continue  to  work  to  increase  minority  participation. 
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Mr.  Towns.  Thank  you  very  much,  Congressman  Payne. 

Ms.  Smith  is  it  correct  that  the  Pap  test  costs  approximately 
$15? 

Ms.  Smart-Smith.  To  $20,  and  up. 

Mr.  Towns.  And  with  the  Pap  test,  you  can  detect  herpes,  vagi- 
nal infections,  HIV,  and  all  kinds  of  thmgs.  I  find  the  idea  of  limit- 
ing it  very  disturbing  because  I  don't  think  that  anyone  sitting  here 
in  the  Congress  or  sitting  any  place  or  at  the  White  House  or  any- 
where can  determine  what  really  should  happen  in  the  local  clinic. 

I  become  very  concerned  when  we  try  and  legislate  that,  rather 
than  leave  it  in  the  hands  of  the  medical  professional — with  the 
nurse  that  sees  the  patient  or  the  doctor  that  sees  a  patient — when 
I  know  in  terms  of  all  the  kinds  of  things  that  can  be  detected  by 
the  medical  professional  being  there  and  seeing  it,  and  we  are  not 
even  talking  about  something  that  expensive. 

Dr.  Green,  I  also  wanted  to  raise  with  you  the  issue  of  whether 
you  test  your  patients  who  are  over  65  for  cervical  cancer? 

Dr.  Green.  I  most  certainly  do.  As  has  been  stated  by  a  previous 
speaker,  the  patients — at  least  the  patients  that  I  have — don't  end 
their  sexual  activity  because  they  have  achieved  a  certain  point  in 
life.  And  as  long  as  the  patients  are  still  sexually  active,  there  is 
no  reason  that  one  should  stop  doing  Pap  smears  simply  because 
they  have  achieved  a  numerical  nuniber.  Sixty-five,  should,  in  my 
opinion,  receive  Pap  smears  on  an  annual  basis.  My  patients  do. 

Mr.  Towns.  I  am  happy  to  hear  that  because  actually,  the  high- 
est incidence  and  the  highest  mortality  rate  for  cervical  cancer 
occur  in  women  over  65.  Currently,  14  percent  of  the  U.S.  female 
population  that  is  65  or  more  years  of  age  account  for  25  percent 
of  the  new  cases  of  cervical  cancer  and  41  percent  of  the  deaths 
from  this  disease.  And  to  talk  about  limiting  coverage  for  the  Pap 
test,  to  me,  as  they  say  in  my  neighborhood  in  Brooklyn,  this  is 
hustling  backwards. 

Dr.  Green.  Mr.  Chairman,  if  I  might  add,  the  average  lifespan 
for  American  women  is  approaching  80,  and  if  you  are  going  to 
have  a  lady  that  has  by  statistics  15  good  years  left  and  you  are 
going  to  tell  her,  in  essence,  we  are  not  going  to  do  any  evaluation 
of  you  during  these  last  15  years,  it  doesn't  make  any  sense. 

If  we  have  patients  that  are  being  evaluated  every  3  years,  one 
major  point  that  we  are  missing  out  on  is  the  pelvic  examination. 
If  you  don't  see  a  patient  for  3  years  to  do  the  Pap  smear,  then  you 
can't  do  a  pelvic  examination. 

In  my  opinion,  the  pelvic  is  the  most  fascinating  area  of  the  body, 
save  for  the  brain.  This  is  a  reproductive  area.  You  can  know  how 
to  evaluate  and  look  for  cancer  of  the  fallopian  tube,  the  bladder, 
the  rectum,  part  of  the  gastrointestinal  system.  You  are  evaluating 
a  large  segment  of  that  lady's  anatomy.  And  to  have  someone  not 
show  up  for  a  pelvic  examination  for  3  years  is  going  to  encourage 
problems. 

Ms.  Smart-Smith.  I  would  just  like  to  agree  with  Dr.  Green  on 
that  point.  The  pelvic  exam,  in  addition  to  the  Pap  smear,  is  an  ex- 
tremely important  annual  exam  that  should  take  place.  You  do  so 
much  case  finding  and  you  find  so  many  problems  coming  out  of 
that  exam  that  if  you  let  a  woman  go  for  3  years  without  having 
that  opportunity,  instead  of  continuing  to  extend  the  lifespan  for  a 
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woman,  you  are  going  to  find  a  way  to  decrease  that  lifespan.  It 
is  so  important.  It  is  almost  impossible  to  explain  the  importance 
of  that  examination. 

Mr.  Towns.  Let  me  thank  all  of  you  for  your  testimony  and  tell 
you  that  I  do  have  some  concerns.  I  think  you  touched  on  some, 
Ms.  Smith,  regarding  epidemics  that  occur  in  certain  areas,  which 
will  not  be  addressed  if  we  don't  create  a  little  more  flexibility  in 
this  health  care  plan.  And  coming  from  an  area  that  has  several 
epidemics — No.  1,  AIDS,  and,  of  course,  tuberculosis,  and  I  could 
go  on  and  on — a  plan  that  does  not  give  some  flexibility  to  allow 
an  area  to  be  able  to  address  them,  is  disturbing  to  me. 

And  when  I  look  at  some  of  the  other  things  that  I  feel  should 
be  covered  in  the  plan,  like  providing  the  medical  staff  with  the 
kind  of  flexibility  to  be  able  to  deal  with  these  diseases,  rather  than 
having  them  sit  back  and  say,  "if  I  do  this  will  it  be  paid  for?,"  to 
me  that  is  not  true  health  care  reform  in  the  way  that  I  would  like 
to  see  it.  And  when  we  talk  about  health  care  reform,  I  think  we 
all  hope  that  when  we  finish,  the  product  will  be  better  than  what 
we  have  now. 

But  I  am  moving  very  cautiously  and  we  have  to  look  at  health 
care  reform  in  the  same  sense  that  we  look  at  prayer.  As  my  father 
said  so  many  times,  prayer  is  neither  positive  or  negative.  It  de- 
pends what  happens  when  the  person  opens  his  or  her  mouth.  If 
they  pray  that  you  break  your  neck,  that  is  negative.  But  if  they 
pray  that  you  live  a  long  life,  that  is  positive.  I  think  it  falls  into 
that  category. 

And  the  final  product  will  determine  whether  or  not  it  is  the 
kind  of  reform  that  I  would  like  to  see.  Thank  you  very  much. 

Let  me  yield  now  to  Congressman  Portman  from  Ohio. 

Mr.  Portman.  Thank  you,  Mr.  Chairman. 

Following  along  those  lines,  sort  of  the  outlines  of  the  health 
plan,  I  have  a  couple  of  general  questions,  the  first,  really,  for  NCI 
and  Dr.  Sondik.  I  assume  that  you  and  your  organization  were  veiy 
involved  in  the  development  of  the  health  care  task  force  proposal, 
is  that  correct? 

Dr.  Sondik.  No,  that  is  not  correct. 

Mr.  Portman.  So  your  screening  guidelines  may  have  been  used 
in  the  development  of  the  proposal,  but  you  haven't  testified  before 
the  task  force? 

Mr.  Towns.  Let  me  just  remind  the  subcommittee  that  we  have 
an  agreement  that  NCI  will  not  talk  about  the  plan  itself  which  we 
agreed  upon  before  NCI  arrived,  so  I  would  like  to  hold  to  my 
agreement.  As  we  go  along,  I  am  certain  that  we  will  have  some 
questions,  but,  unfortunately,  they  are  not  prepared  to  deal  with 
those  questions  at  this  hearing  today. 

Mr.  Portman.  I  certainly  respect  that,  but  I  was  mostly  con- 
cerned to  know  whether  your  screening  guidelines  had  been  used 
as  a  basis  for  the  recommendations  or  not.  And  we  can  defer  that 
until  later. 

And,  more  importantly,  if  in  fact  6  days  from  now  you  are  chang- 
ing your  guidelines,  if  that  were  to  happen  and  if  we  don't  receive 
a  proposal  for  some  period  of  time,  it  may  be  2  or  3  weeks,  the 
question  arises  as  to  whether  the  proposal  might  be  changed  and 
whether  we  might  see  some  changes  that  would  perhaps  change 
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the  views  of  the  participants  on  this  panel  and  our  earlier  panel 
as  to  the  task  force  proposal  itself. 

Dr.  SoNDiK.  I  am  not  sure  since  I  personally  didn't  participate 
in  the  development — actually,  in  any  portion  of  the  plan  that  you 
have  seen.  I  am  not  sure  exactly  where  that  information  came 
from. 

But  let  me  say  that  there  are  a  number  of  different  guidelines 
that  exist.  There  is  one  set  that  we  and  the  American  Cancer  Soci- 
ety and  ACOG  and  others  all  subscribe  to.  There  is  another  set 
that  was  produced  by  the  Preventive  Services  Task  Force.  There 
are,  no  doubt,  other  recommendations  that  one  can  find.  I  think 
that  reasonable  scientists  can  arrive  at  different  reasonable  but  dif- 
ferent conclusions  looking  at  the  same  data.  And  that  may  be  one 
aspect  of  having  these  different  recommendations. 

I  don't  believe  that  at  our  meeting  next  week  we  will  change  our 
guidelines.  We  are  asking  this  scientific  group  for  guidance  and 
then  we  will  consider  that  and  I  would  expect  within  perhaps  the 
next  several  weeks  after  that,  to  decide  whether  we  should  change 
our  guidelines  and,  if  so,  to  what. 

Mr.  PORTMAN.  Thank  you  very  much.  They  will  be  timely  I  think 
in  any  case  because  I  imagine  we  will  be  talking  about  these  issues 
for  a  number  of  months.  A  more  general  question,  to  move  off  the 
President's  proposal  and  NCI,  that  has  to  do  with  research. 

Dr.  Smith,  you  spoke  of  some  need  for  additional  studies  to  be 
done  to  come  up  with  better  guidelines,  and  the  previous  panel 
talked  about  research  and  the  necessity  for  more  research  and  the 
area  of  women's  health  generally.  Could  you,  Dr.  Smith,  or  perhaps 
Ms.  Smith,  other  panelists,  comment,  from  what  you  know  of  it, 
what  you  think  about  the  provisions  in  the  task  force  plan  to  fund 
research,  to  fund  further  trials,  to  fund  the  kind  of  research  that 
I  think  has  probably  made  this  country  No.  1  in  that  area,  despite 
some  of  the  problems  that  have  been  discussed  today.  Dr.  Smith? 

Dr.  Smith.  I  think  the  provision  to  fund  additional  research  is  an 
important  one  on  this  particular  issue  of  screening  women  aged  40 
to  49,  as  Dr.  Sondik  mentioned.  Reasonable  scientists  can  even 
agree  on  the  data  and  draw  different  conclusions  about  practice 
from  it. 

Yet  there  still  remains  a  number  of  very  important  issues  and  I 
think  many  of  which  would  have  clear  implications  for  cost  benefit 
that  could  be  addressed  if  additional  funding  and  adequate  funding 
to  support  large-scale  studies  were  conducted.  I  think  it  is  also  es- 
pecially important  that  these  have  broad  participation  so  the  dif- 
ferent groups  that  want  to  issue  recommendations  and  establish 
guidelines  for  their  constituents  can  reach  reasonable  consensus 
about  the  outcomes  of  these  studies  if  they  share  in  their  planning 
and  operation.  This  is  especially  true  for  women  aged  40  to  49. 

Ms.  Smart-Smith.  I  am  not  well  versed  in  the  terms  of  the  plan 
as  far  as  research.  However,  research  plays  a  very  important  role 
in  just  about  every  area  of  health  care.  However,  if  you  don't  inte- 
grate the  research  to  the  reality  of  people's  lives,  then  it  is  worth- 
less. So  if  there  is  research  included  in  the  plan,  it  must  be  linked 
to  what  is  actually  going  on  in  the  lives  of  the  women  across  this 
Nation,  whether  it  is  a  large  urban  sector  or  a  smaller  rural  area; 
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I  think  you  will  find  some  similarities,  and  it  must  be  linked  and 
integrated. 

Mr.  PoRTMAN.  Thank  you. 

Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Mr.  Portman  has  a  minute  left  on  his  time,  and  I 
want  to  use  it. 

Dr.  Green,  if  I  really  want  to  include — this  has  bothered  me — the 
physician's  discretion  or  the  nurse's  discretion  in  this  health  care 
plan,  how  can  it  be  done? 

Dr.  Green.  Well,  the  way  it  is  recommended  now,  if  you  have 
three  normal  Pap  smears,  then  the  person  doesn't  need  to  come 
back  for  another  3  years  at  the  physician's  discretion.  The  problem 
that  I  have  with  that  is  that  the  decision  that  the  physician  makes 
may  not  be  with  all  of  the  knowledge  or  facts  available. 

Let  me  give  you  a  brief  example.  A  patient  comes  to  see  you  and 
you  inquire  about  her  prior  sexual  history.  Usually,  the  true  data 
comes  out  once  the  patient  develops  a  rapport  with  you,  once  she 
feels  comfortable  with  you,  and  this  may  take  several  office  visits 
or  several  years.  When  she  comes  to  you  the  first  time  and  doesn't 
know  you,  she  like  all  first-time  patients,  is  going  to  be 
monogamous  or  at  least  monogamous  when  you  ask  the  question. 

So  when  you  make  the  decision  about  whether  or  not  you  are 
going  to  allow  this  person  to  go  away  for  3  years  and  the  data  be- 
fore you  says  this  is  a  monogamous  ladv,  and  now  she  has  three 
Pap  smears  when,  in  fact,  she  may  have  been  a  lady  who  may  have 
been  more  than  monogamous  but  not  able  to  give  you  that  informa- 
tion at  that  visit  because  the  doctor-patient  relationship  hadn't  de- 
veloped that  closeness — if  you  do  develop  that  closeness  and  you 
don't  see  them  for  3  years,  then  you  are  going  to  be  strangers  when 
she  comes  to  visit  you  again. 

I  think  the  doctor's  discretion  plays  a  very  important  role,  but 
the  doctor's  discretion  might  not  be  based  on  factual  data.  It  will 
be  based  on  what  he  has  been  able  to  acquire  from  the  patient,  but 
it  may  or  may  not  be  accurate. 

Ms.  Smart-Smith.  I  certainly  agree  with  Dr.  Green.  It  is  not  al- 
ways what  someone  says  to  you  where  you  find  the  truth  of  the 
matter.  I  think  the  doctor  and  the  nurse  are  very  important  in  de- 
termining the  frequency  or  the  need  for  the  annual  visit  or  what- 
ever visit  we  have  here.  Three  years  is  outrageous. 

Dr.  Green,  in  his  anecdote  about  his  colleague,  described  a  case 
that  happens  fi-equently.  Women  who  mav  have  other  priorities  be- 
cause of  where  tney  happen  to  be  in  life  at  that  particular  time 
may  not  see  health  care  as  a  major  importance.  They  might  happen 
to  come  in,  and  they  may  not  come  back  for  2  years  or  3  years,  just 
as  the  plan  would  like  it  to  happen.  And  when  they  come  back, 
they  have  got  cancer. 

We  have  got  to  avoid  that.  We  have  got  to  at  least  make  it  pos- 
sible for  them  to  come  in  and  have  that  pelvic  exam,  that  Pap 
smear,  every  year,  so  that  if  there  are  changes  going  on,  we  can 
detect  it.  Also,  women  may  be  monogamous,  but  we  don't  know 
about  their  partners.  We  have  got  to  live  in  the  real  world  of  1993 
and  see  what  is  actually  happening  not  what  we  would  like  it  to 
be.  We  cannot  insert  our  values  on  the  women  that  we  see.  We 
have  to  just  be  in  tune  to  what  is  actually  going  on  and  give  women 
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the  benefit  of  good,  quality  health  care.  That  means  bringing  them 
back  every  year  for  a  Pap  smear,  and  pelvic  exam,  not  eveiy  3 
years,  because  someone's  value  says  that  is  when  it  should  be.  This 
is  what  we  are  seeing.  This  is  what  we  do. 

Mr.  Towns.  Let  me  thank  all  of  you  for  your  testimony 

Mr.  Payne.  Mr.  Chairman,  if  you  would  yield  for  one  quick  last 
question  to  Dr.  Sondik.  Let  me  ask,  has  NCI  received  any  new  evi- 
dence regarding  the  efficacy  of  mammograms  that  have  led  them 
to  revise  their  breast  cancer  screening  guidelines? 

Dr.  Sondik.  Yes.  We  certainly  have  received  additional  evidence 
beyond  what  we  had  in  1987.  We  have  the  Canadian  trial,  actually 
two  trials,  that  concluded.  We  have  additional  data  from  the  Swed- 
ish trials.  We  have  additional  analysis  of  all  of  this  that  has  taken 
glace,  including  analysis  combining  all  of  the  trials  that  was  done 
y  investigators  in  New  Zealand.  We  have  a  summary  of  the  Swed- 
ish trials  that  was  presented. 

And,  in  essence,  we  are  getting  new  data  all  the  time.  In  fact, 
at  the  meeting  that  was  just  held  in  Geneva  that  Dr.  Smith  men- 
tioned, there  was  additional  data  that  was  presented  beyond  what 
we  had  in  February. 

Mr.  Payne.  I  am  talking  about  American  women.  You  talked 
about  the  Swedish,  you  mentioned  the  Canadian,  you  got  New  Zea- 
land in  there,  you  were  in  Geneva.  What  about  here  in  the  United 
States  of  America — in  New  York  City  and  in  New  Orleans  and  in 
Omaha,  NE?  Did  you  get  any  data  on  that? 

Dr.  Sondik.  We  have  had  continuing  followup  of  the  health  in- 
surance plan  of  New  York  study,  but  it  hasn't  provided  any  new 
information  other  than  that  which  we  have  seen  in  the  14-year  fol- 
lowup. But  it  is  something  that  we  are  now  starting  to  get  informa- 
tion that  I  think  will  be  useful  to  understanding  the  operation — 
if  I  can  call  it — mammography  screening  system,  if  you  will. 

We  now  have  cancer  registries  that  are  reviewing  the  operation 
of  screening  in  their  areas,  that  are  giving  us  data  on  the  effective- 
ness of  this  in  terms  of  the  number  of  cancers  that  are  being  de- 
tected, in  terms  of  the  number  of  procedures  per  cancer  detected. 
So  they  are  giving  us  operational  types  of  information  that  can  be 
used  to  try  to  improve  the  system. 

But  in  terms  of  your  basic  question,  have  we  learned  anything 
about  the  role  of  mammography  in  reducing  the  mortality  in  Amer- 
ican women  from  a  study  that  was  conducted  in  this  country?  No, 
we  haven't  since  the  health  insurance  plan  of  New  York  study. 

Mr.  Payne.  That  is  what  I  would  like  to  hear,  something  about 
what  is  happening  here.  When  you  downgrade  something,  sajdng 
you  don't  need  to  do  it  every  year,  every  3  years  will  do  or  every 
other  year  is  not  necessary  or  let's  do  it  every  5  years.  There 
should  be  some  empirical  data,  very  hard  data,  to  support  your  de- 
termination that  you  need  to  reduce  the  screening  surveillance  in 
any  kind  of  society.  In  police  work,  if  there  is  less  crime  in  an  area, 
then  you  reduce  the  number  of  police.  If  you  don't  have  a  decrease 
in  crime,  if  you  have  an  increase,  you  certainly  wouldn't  lessen  the 
number  of  police. 

So  it  appears  to  me  that  we  still  have  a  continuing  problem,  that 
is  even  perhaps  escalating,  and  we  are  talking  about  lessening  the 
surveillance.  And  it  seems — I  am  not  a  physician,  so  that  is  prob- 
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ably  why  I  don't  understand  it,  but,  trying  to  use  common  sense, 
it  seems  to  be  hustling  backwards  in  Newark,  too. 

Dr.  SoNDiK.  There  is  one  concern  that  has  come  up  since  this 
February  meeting  that  I  think  is  very  important. 

It  has  become  clearer  and  clearer  that  the  amount  of  information 
that  is  available  is  really  way  too  little  for  the  concerns  of  this 
problem.  It  is  not  clear,  we  believe,  to  American  women  and  to 
many  of  their  physicians,  for  that  matter,  how  precise  mammog- 
raphy is,  how  often  it  will  find  a  cancer  in  women  under  40,  over 
40,  above  50,  and  so  forth,  how  many  procedures  are  going  to  be 
necessary  to  resolve  that  cancer  and  understand  whether — or  that 
abnormal  reading  and  find  out  whether  or  not  it  is  a  true  cancer 
and  so  forth. 

So  that  when  one  screens  more  frequently,  there  are — there  are 
harms,  if  you  will,  potential  harms  that  go  along  with  that,  just  as 
there  are  potential  benefits.  And  arriving  at  a  particular  operating 
point,  if  you  will,  whether  it  is  every  year,  every  2  years,  every  3 
years,  is  a  matter  of,  in  some  sense,  balancing  that.  And  I  am  not 
talking  about  costs,  period.  I  am  simply  talking  about  the  kinds  of 
things  that  can  happen. 

From  one  recent  study,  we  can  see  that  on  the  administering  of 
a  mammogram,  the  chances  of  an  abnormal  reading,  regardless  of 
whether  or  not  the  woman  has  a  problem — ^in  fact,  if  the  woman 
does  not  have  a  problem — the  chances  are  about  6  out  of  100.  If 
one  does  that  continuously,  year  after  year  after  year,  and  the 
woman  has  no  problem,  the  chances  are,  iust  from  a  statistical 
basis,  that,  in  fact,  an  abnormal  reading  will  occur  which  will  then 
have  to  be  checked  out.  One  has  to  balance  that  kind  of  thing 
against  the  mortality  of  reduction. 

Mr.  Payne.  Thank  you.  My  time  has  expired. 

Mr.  Towns.  Let  me  ask  you.  Dr.  Smith,  from  the  American  Can- 
cer Society.  I  would  like  to  have  you  answer  the  same  question. 

Dr.  Smith.  Mr.  Chairman,  I  am  not  sure  I  exactly  remember 
what  the  question  was,  but  I  do  have  a  few  comments  on  the  im- 
portance of  new  data.  It  was  very  interesting — Dr.  Sondik  and  I 
have  been  colleagues  for  many  years,  and  we  are  frequently  at  the 
same  meetings,  and  I  imagine  he  joins  me  in  the  frustration  that 
I  felt  in  coming  up  with  the  updates  of  data,  most  of  which  had  in- 
adequate sample  sizes,  and  there  is  a  range  of  agreements  or  dis- 
agreements as  to  how  well  the  study  was  conducted. 

And  I  think  one  of  the  things  that  we  accomplished  in  Geneva 
was  a  general  consensus  that  there  is  not  a  great  deal  to  be  gained 
in  terms  of  an  ultimate  answer  to  this  question  about  efficacy  in 
younger  women  from  continued  evaluation  of  these  older  studies 
and  that  the  question  was  really  too  important  to  rely  only  on  them 
and  where  the  newer  studies  were  needed. 

Dr.  Sondik  is  correct  about  the  balance  of  good  and  harm.  But, 
you  know,  I  think  we  have  made  great,  great  progress  in  the  last 
10  years  and  certainly  since  the  later  1980's  in  improving  the  qual- 
ity of  mammography.  More  and  more  radiologists  are  becoming 
trained  in  mammography.  We  can  ultimately  continue  to  work  to 
lower  false/positive  rates,  work  very  diligently  to  minimize  the  like- 
lihood that  a  woman  without  breast  cancer  or  signs  of  breast  can- 
cer could  have  a  biopsy.  I  think  these  are  all  important  elements 
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of  a  strong  comprehensive  health  plan  for  women,  £ind  I  think  that 
is  the  kind  of  thing  with  research  funds  we  could  better  dedicate 
our  efforts  to. 

Mr.  Towns.  Thank  you  very  much. 

Let  me  thank  all  the  witnesses  for  their  testimony.  I  appreciate 
the  time  that  you  shared  with  us  and  look  forward  to  working  very 
closely  with  many  of  you  in  terms  of  making  certain  that  we  have 
the  best  possible  health  plan  for  the  Nation.  Thank  you  very  much 
for  your  time. 

I  would  like  to  call  our  third  panel  of  witnesses.  Cynthia  Pear- 
son, program  director.  National  Women's  Health  Network;  Cynthia 
Newbille,  executive  director  of  the  National  Black  Women's  Health 
Project;  Debra  L.  Ness,  executive  vice  president  of  Women's  Legal 
Defense  Fund;  Zora  Brown,  Breast  Cancer  Resource  Committee; 
and  Helene  Zintak,  board  member  of  the  National  Breast  Cancer 
Coalition. 

STATEMENT  OF  CYNTHIA  PEARSON,  PROGRAM  DIRECTOR, 
NATIONAL  WOMEN'S  HEALTH  NETWORK 

Ms.  Pearson.  I  am  representing  the  National  Women's  Health 
Network,  an  advocacy  and  membership  group  that  is  concerned 
with  the  health  of  all  women. 

Currently,  as  you  have  heard  already  this  afternoon,  health  is  in- 
fluenced by  enormous  racial  and  economic  discrepancies.  We  share 
with  you,  Mr.  Towns  and  the  other  members  of  the  subcommittee, 
a  concern  for  the  impact  on  women  of  the  proposed  health  care  re- 
form. 

There  are  two  basic  questions  that  we  have:  How  will  this  health 
reform  package  affect  the  health  of  women  who  currently  have  ac- 
cess to  health  care  right  now?  And,  No.  2,  how  will  this  health  care 
reform  proposal  effect  the  health  of  women  who  currently  don't 
have  access  right  now? 

As  we  read  the  plan  in  its  draft  form,  the  guaranteed  national 
benefits  package  will  improve  the  health  of  both  groups  of  women 
overall.  First,  obviously,  women  who  don't  have  access  now  will 
have  access.  They  will  have  access  to  preventive  care  which  they 
don't  have  access  to  now.  It  will  be  free,  based  on  the  schedule  we 
have  seen  proposed,  and  they  will  have  access  to  primary  care  doc- 
tors who  provide  preventive  services  instead  of  getting  their  health 
care  needs  met  at  the  emergency  room. 

And  the  women  who  currently  have  access  now  will  be  guaran- 
teed a  continuation  of  that  access.  They  won't  be  vulnerable  like 
they  are  now  to  loss  of  health  care  coverage  because  of  a  death  of 
a  husband,  divorce,  changing  jobs,  losing  a  job,  or  facing  another 
type  of  illness  that  excludes  them  from  health  care  coverage.  So, 
we  believe  the  guaranteed  national  benefits  package  and  the  guar- 
anteed nature  of  coverage  for  all  legal  residents  of  the  United 
States,  is  a  good  thing  and  a  step  forward  and  improvement  for  the 
health  of  women  in  this  country. 

Then  let  us  talk  about  the  question  that  you  have  raised  that  we 
are  concerned  with  also:  What  effect  will  this  proposed  schedule  of 
free  preventive  screening  services  have  on  these  groups  of  women? 
Will  things  be  worse  for  the  women  who  used  to — who  have  had 
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access  to  those  services  before?  Will  it  not  be  enough  for  the  women 
who  don't  have  any  access  right  now? 

To  answer  that  question,  I  think  we  have  to  acknowledge  what 
has  been  briefly  mentioned  earlier  this  afternoon,  that  the  rec- 
ommended screening  schedule  is  based  on  the  U.S.  Preventive 
Health  Service  guidelines.  In  general,  my  organization  supports 
using  a  multidisciplinary  body's  guidelines  as  a  slightly  stronger 
guarantee  that  all  of  the  aspects  of  health  care  needs  are  taken 
into  account,  as  compared  to  recommendations  that  are  made  by 
bodies  that  are  single  specialties. 

Unfortunately,  we  have  had  bad  experiences  with  some  rec- 
ommendations from  the  American  Cancer  Society  and  the  Amer- 
ican College  of  OB/GYNs  in  the  past,  not  through  any  ill  will  on 
their  part.  For  example,  a  previous  recommendation  for  electronic 
fetal  heart  monitoring,  that  has  been  moved  away  from.  Also  ACS's 
routine  annual  screening  for  lung  cancer;  that  turned  out  not  to 
save  any  lives  and  has  been  done  away  with. 

So  we  are  confident,  starting  with  the  U.S.  Preventive  Health 
Services  screening  schedule  as  a  base.  But  we  agree  with,  I  think, 
what  you  are  going  to  hear  from  some  other  women's  groups  today 
that  it  doesn't  completely  take  into  account  the  diversity  of  wom- 
en's needs.  And  so  we  have  some  suggestions  for  you,  since  you  will 
certainly  have  more  power  than  we  will  on  how  the  plan  ends  up 
becoming  finalized  and  affecting  all  of  our  lives  in  the  future.  So 
we  would  like  to  make  some  suggestions  for  the  ways  in  which  the 
plan  can  be  improved. 

And  many  of  them  are  taken  right  from  Ms.  Smart-Smith  who 
spoke  earlier.  Pap  smears,  pelvic  exams  and  other  screening  tests 
for  diseases  that  can  be  transmitted  sexually  should  be  offered  an- 
nually to  women  at  risk,  no  matter  what  their  age,  starting  with 
those  12  year  olds  that  Ms.  Smart  has  seen  in  the  Planned  Parent- 
hood Clinic,  going  right  up  to  75-year-old  women  if  they  continue 
to  be  at  risk. 

And  as  was  said  earlier,  let's  deal  in  the  real  world.  Let's  ac- 
knowledge that  virtually  every  teenager  who  is  having  sex  is  at 
risk  of  STDs  and  should  be  on  that  annual  schedule.  Quite  a  large 
majority  of  young  women  are  also  at  risk  of  STDs,  either  through 
their  own  behavior  or  the  behavior  of  their  husband  or  boyfriend. 
So  that  annual  schedule,  because  of  the  reality  of  life  in  the  United 
States  in  the  1990's,  would  be  really  a  basic  plan,  and  then  the  less 
frequent  schedule  would  be  just  for  certain  women,  as  is  appro- 
priate, as  we  have  seen  there  is  a  good  scientific  grounding  for  it, 
but  when  the  woman  and  physician  figure  out  that  it  is  appropriate 
in  that  case. 

The  cutoff  of  free  Pap  smear  screening  at  age  65  should  be 
changed  to  clarify  that  free  screening  must  continue  for  women 
who  nave  not  had  screening  at  all  in  the  past,  of  whom  there  are 
many,  and  for  women  who  have  had  problems  on  past  Pap  smears. 
The  screening  program  within  the  plan  should  spell  out  groups  of 
women  who  are  at  high  risk  and  make  those  women  clearly  eligible 
for  additional  free  screening,  not  just  medically  appropriate  screen- 
ing that  they  will  have  to  pay  a  co-pay  for,  because  that  won't  meet 
the  needs  of  low-income  women. 
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Some  of  those  high-risk  groups  that  we  would  suggest  are: 
Women  who  have  known  risk  factors  for  breast  cancer,  women  who 
were  exposed  to  DES  in  the  uterus,  women  with  HIV  disease, 
women  who  have  human  papilloma  virus,  the  virus  that  transmits 
warts  and  makes  women  more  susceptible  to  cervical  cancer. 

In  addition,  women  who  have  already  gone  through  menopause 
before  age  50  should  be  eligible  for  routine,  free  screening  mammo- 
3prams.  Menopause  probably  is  what  makes  mammograms  work 
jetter  after  age  50;  the  breasts  are  easier  to  image.  That  isn't  abso- 
utely  scientifically  proven,  but  it  makes  enough  sense  to  act  now. 
It  is  an  issue  that  is  of  particular  importance  to  African  American 
women  who  are  much  more  likely  to  have  a  hysterectomy  which 
causes  menopause  if  the  ovaries  are  removed.  Adding  these  expan- 
sions and  clarifications  would  take  into  account  the  diversity  of 
women's  needs,  the  special  diversity  in  women  of  color  communities 
and  low-income  women. 

And  in  conclusion,  we  think  that  with  these  suggestions  we  hope 
you  will  be  able  to  carry  forward  as  the  plan  is  introduced  and  dis- 
cussed; women's  health  will  really  benefit  overall  from  the  health 
reform  proposal  and  the  clinical  preventive  health  services. 

[The  prepared  statement  of  Ms.  Pearson  follows:] 


78 


NATIONAL  WOMEN'S  HEALTH  NETWORK 


"The  Health  Benefit  Package: 
The  Impact  on  Women's  Health  Care" 

Committee  on  Government  Operations 
Human  Resources  Subcommittee 

October  15.  1993 


The  Clinton  health  reform  proposal  takes  important  steps  forward  for  women's 
health.    Traditional  health  insurance  protects  people  against  the  unpredictable  expense  of 
illness  and  accidents.    Ho\ve\er.  the  majority  of  women's  health  care  expenses,  at  least  until 
old  age,  are  for  well-woman  care.    Routine  exams  and  screening  tests,  which  can  help 
prevent  or  detect  disease,  are  performed  on  well  women. 

Today,  many  women  cannot  get  routine  women's  health  care  such  as  pelvic  exams 
and  Pap  smears  because  they  have  no  insurance,  or  they  have  an  insurance  plan  that  does 
not  cover  it.    All  too  often,  cancer  prevention  is  a\'ailable  only  to  those  women  who  can 
afford  to  pay  for  it  themselves. 

This  inequity  is  reflected  in  cancer  statistics.    Currently,  African  American  women 
are  less  likely  than  white  women  to  develop  breast  cancer,  but  they  are  more  likely  to  die 
of  it.    African  American  women  die  of  breast  cancer  at  least  partly  because  they  are  less 
likely  to  have  regular  mammograms. 

Nearly  five  thousand  women  die  each  year  of  cervical  cancer.    Almost  all  of  those 
deaths  could  be  prevented.    Early  detection  of  cervical  cancer  using  the  Pap  smear 
screening  tests  allows  physicians  to  ctu^e  women.    Low  income  women  and  Spanish- 
speaking  women  are  much  more  likely  to  die  of  cervical  cancer  because  they  are  not 
screened  with  regular  Pap  smears. 

President  Clinton  has  taken  another  important  step  in  meeting  women's  health  needs 
by  requiring  that  preventive  health  services  be  offered  for  free.    In  contrast  to  other 
ser^'ices,  no  co-payment  will  be  required.    In  addition,  all  residents  are  guaranteed  co%'erage, 
so  ever\'one  will  have  access  to  the  primary  care  providers  who  tv'pically  give  preventive 
care. 

The  proposal  takes  important  steps  forward  for  women's  health.    The  National 
Women's  Health  Network  supports  these  elements  of  the  clinical  preventive  services 
benetlts. 
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However,  the  Network  recognizes  that  among  the  group  of  relatively  affluent  women 
who  have  had  access  to  regular  preventive  health  care,  there  is  concern  that  the  Clinton 
proposal  offers  free  screenmg  less  often  than  is  recommended  by  the  American  Cancer 
Society  and  the  American  College  of  OB  Gyns. 

The  National  Women's  Health  Network  would  like  to  stress  that  the  proposed 
schedule  for  preventive  health  ser\'ices  is  based  on  scientific  evidence  reviewed  by  the  U.S. 
Preventive  Ser%ices  Task  Force.    UTien  the  Preventive  Services  Task  Force  released  its 
recommendations  in  1989,  there  was  no  e\idence  from  randomized  controlled  trials  that 
mammography  screening  helped  save  li\es  for  women  under  fifty  years  old.    Since  1989, 
new  evidence  has  been  published,  but  unfortunately,  it  does  not  show  that  mammography 
sax'es  lives  for  women  under  fifty.    The  \'ery  same  studies  which  have  consistently 
demonstrated  a  life-saving  benefit  of  mammography  in  women  over  fifty  have  failed  to 
show  any  benefit  for  women  under  fifty  (Elwood,  JM,  et  al  The  Effectiveness  of  Breast 
Cancer  Screening  by  Mammography  in  Younger  Women  Online  J  Curr  Clin  Trials  Feb  25, 
1993). 

In  general,  the  Network  supports  the  provision  of  free  preventive  health  screening 
services  that  have  been  scientifically  demonstrated  to  prevent  deaths  and  to  improve  the 
quality  of  women's  lives.    For  that  reason,  we  issued  a  position  paper  in  February  of  this 
year  recommending  that  women  not  begin  routine  mammography  screening  until  either 
menopause,  or  age  fifty  (NWHN,  "Mammography  in  Women  Before  Menopause"). 
However,  many  women  have  questioned  our  recommendation  and  asked  why  they  shouldn't 
get  screened  in  their  forties  "just  in  case".    I'm  sure  that  same  question  is  going  through  the 
minds  of  the  members  of  the  Committee. 

Unfortunately,  there  are  good  reasons  not  to  recommend  mammography  screening 
for  young  women  "just  in  case".    Mammography  is  not  risk  free.    First  of  all,  it  is  much 
more  likely  to  lead  to  a  cancer  "scare"  in  young  women  than  in  women  over  fifty,  because 
the  test  is  much  less  accurate  in  yovmg  women  (Tabar,  L,  et  al  Update  of  the  Swedish  Two- 
Cotmty  Program  of  Mammographic  Screening  for  Breast  Cancer  Radio  Clin  North  Am 
1992;  30:    187-210).    Experts  have  estimated  that  if  1,000  Women  were  screened  every  year 
during  their  forties,  nearly  700  of  them  would  be  told  they  needed  some  sort  of  follow-up, 
usually  a  repeat  mammograph>-  in  three  months.    Another,  more  concrete  risk  of 
mammography  for  young  women  is  the  much  higher  likelihood  of  an  unnecessary  biopsy. 
After  five  years  of  screening  in  this  age  group,  fourteen  percent  will  have  had  a  biopsy  and 
another  five  percent  will  have  had  a  fluid  aspiration  (National  Cancer  Institute,  "Report  of 
the  International  Workshop  on  Screening  for  Breast  Cancer"  February  24-25,  1993). 
Remember,  these  cancer  scares  and  unnecessary  biopsies  in  young  women  serve  no 
purpose.    No  lives  are  saved  in  return. 

There  is  another,  very  important  concern  about  the  cancer  screening  guidelines 
which  the  National  Women's  Health  Network  supports.    Representatives  of  underserved 
groups,  such  as  low  income  women,  women  of  color,  and  young  women,  are  concerned  that 
the  proposed  screening  schedule  does  not  take  into  account  the  high  risk  status  of  many 
women  in  these  groups,  and  the  possible  need  for  more  preventive  health  screening. 
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The  Network  recommends  that  the  clinical  preventive  services  section  of  the  health 
reform  proposal  be  expanded  to  clarify  several  issues. 

*Pap  smears,  pelvics  exams,  and  other  screening  tests  for  sexually  transmitted  diseases 
should  be  offered  annually  to  women  at  risk  no  matter  what  their  age. 

*The  cut-off  of  free  Pap  smear  screening  at  age  65  should  clarify  that  free  screening  will  be 
continued  for  women  who  have  not  had  screening  in  the  past,  or  have  had  positive  fmdings 
on  a  recent  Pap  smear. 

*The  clinical  preventive  services  section  should  spell  out  which  groups  of  women  will  be 
considered  "high-risk  patients"  and  eligible  for  more  screening. 

The  Network  supports  the  identification  of  women  with  known  risk  factors  for  breast 
cancer  as  a  high  risk  group  eligible  for  earlier,  and  more  frequent  mammograms. 

In  addition,  women  who  have  gone  through  menopause  before  age  fifty  should  be 
eligible  for  free  screening  mammograms.    In  United  States,  the  average  woman  goes 
through  menopause  at  age  fifty.    It  is  very  likely  that  the  physical  changes  that  take 
place  during  menopause  explain  the  changes  in  effectiveness  of  mammography 
screening  after  age  fifty  which  ha\'e  been  seen  in  e\'ery  study  ("Report  of  the 
International  Workshop").    This  issue  is  especially  important  for  African  American 
women  who  are  both  more  likely  to  experience  an  early  menopause  (often  through 
hysterectomy)  and  who  are  more  likely  to  be  diagnosed  with  breast  cancer  at  an 
early  age. 

The  Network  suggests  that  se\'eral  groups  of  women  be  considered  as  "high-risk 
patients"  and  eligible  for  more  frequent  Pap  smears  and  pelvic  exams:  including,  but 
not  limited  to,  DES  daughters,  women  with  HIV  disease,  and  women  with  human 
papilloma  virus. 

*An  groups  making  screening  recommendations,  including  the  U.S.  Preventive  Services 
Task  Force,  call  for  annual  clinical  breast  examination.    This  should  be  listed  separately  as 
a  free  screening  service,  and  should  be  provided  annually  to  women  ages  40  and  older. 

In  conclusion,  the  National  Women's  Health  Network  supports  the  basic  outline  of 
the  clinical  preventive  health  services  benefit.    With  the  additions  and  clarifications 
suggested  above,  the  Clinton  health  reform  proposal  will  take  important  steps  towards 
rectifying  the  economic  and  racial  inequities  that  exist  in  women's  cancer  screening  today. 
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Mr.  Towns.  Thank  you  very  much. 
Ms.  Newbille. 

STATEMENT  OF  CYNTHIA  I.  NEWBILLE,  EXECUTIVE 
DIRECTOR,  NATIONAL  BLACK  WOMEN'S  HEALTH  PROJECT 

Ms.  Newbille.  Mr.  Chairman,  I  would  Hke  to  thank  you  and  the 
members  of  the  subcommittee  for  the  opportunity  to  testify  on  be- 
half of  the  National  Black  Women's  Health  Project  and  its  member- 
ship throughout  the  country  on  what  we  consider  to  be  a  very  im- 
portant issue:  The  impact  of  the  administration's  health  care  re- 
form package  on  black  women's  health  care. 

As  background,  the  National  Black  Women's  Health  Project  is  a 
national  and  international  self-help  and  help  advocacy  organization 
committed  to  improving  the  overall  health  status  of  blade  women. 
The  core  program  of  our  organization  is  based  on  the  concept  and 
practice  of  self-help  and  the  inclusion  of  all  women  of  African  de- 
scent with  a  special  focus  on  black  women  living  on  low  incomes. 

Mr.  Chairman,  although  we  are  extremely  supportive  of  the 
President's  commitment  to  reforming  our  health  care  system  and 
improving  the  health  of  our  population,  some  critical  adjustments 
must  be  made  or  we  will  lose  serious  ground  in  our  effort  to  pre- 
serve and  advance  the  status  of  women's  health. 

The  National  Black  Women's  Health  Project  is  particularly  con- 
cerned about  the  plan's  recommendations  for  the  frequency  of  Pap 
smears  and  mammograms,  as  has  been  discussed  on  the  previous 
panel  and  raised  earlier  by  Cynthia  Pearson.  We  are  concerned 
that  if  three  consecutive  Pap  smears  are  negative,  the  plan  would 
not  cover  another  test  for  3  years,  which  is  not  consistent,  as  we 
have  heard  before,  with  the  recommendations  of  the  National  Can- 
cer Institute,  the  American  Cancer  Society,  and  many  of  the  other 
nationally  recognized  medical  organizations  in  our  countw. 

This  is  of  particular  importance  for  us  because  cervical  cancer  is 
the  No.  2  killer  of  voung  black  women  between  the  ages  of  15  and 
34.  Black  women  develop  cervical  cancer  almost  three  times  more 
than  white  women,  and  although  the  survival  rate  of  white  women 
has  risen,  it  has  fallen  for  black  women.  The  low  survival  rate  is 
due  in  part  to  spotty  followup  care  because  of  a  lack  of  a  regular 
source  of  care.  There  are  other  issues,  however. 

Additionally,  the  rates  of  death  from  cervical  cancer  have  de- 
creased by  more  than  70  percent  since  1950.  This  decrease  is  asso- 
ciated in  a  large  extent  to  the  use  of  the  Pap  smear  and  the  fact 
that  more  women  are  having  regular  gynecological  examinations. 

The  5-year  relative  survival  rate  for  women  with  any  type  of  cer- 
vical cancer  is  67  percent.  Early  detection  increases  the  survival 
rate  to  88  percent.  The  survival  rate  of  women  with  cervical  car- 
cinoma in  situ,  which  is  detected  only  by  the  Pap  smear,  ap- 
proaches 100  percent. 

Additionally,  the  plan  covers  annual  Pap  smears  for  women  be- 
tween the  ages  of  20  and  49  who  are  at  risk  for  sexually  transmit- 
ted diseases,  but  ignores  the  high  rate  of  STD's  among  teens,  which 
we  consider  a  major  issue.  According  to  the  Office  of  Technology 
Assessment's  report  of  adolescent  health,  data  from  the  Centers  for 
Disease  Control  suggests  that  in  1989,  30  percent  of  newly  reported 
gonorrhea  cases  and  10  percent  of  newly  reported  syphilis  cases  in 
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the  United  States  occurred  among  10  to  19  year  olds.  This  would 
suggest  to  us  a  need  to  revisit  Pap  smear  administration  in  this 
particular  age  bracket. 

Additionally,  a  woman  who  has  had  a  hysterectomy  we  feel 
should  also  have  Pap  smears.  Her  doctor  mav  do  the  smear  less — 
much  less  frequently,  depending  on  the  reason  for  the 
hysterectomy — but  there  should  not  be  an  automatic  assumption 
that  there  snould  not  be  a  Pap  smear  once  a  hysterectomy  has  oc- 
curred. 

Additionally  for  us,  the  mammogram  is  of  particular  interest  and 
importance.  Early  screening,  as  in  cervical  cancer,  is  equally  impor- 
tant with  breast  cancer.  The  plan  covers  mammograms  every  2 
years  after  the  age  of  50,  and  13  medical  organizations,  including 
those  who  went  before,  recommend  that  women  aged  40  and  over 
should  have  mammograms  every  1  to  2  years,  and  yearly  breast 
exams  by  their  physicians.  Additionally,  they  would  recommend 
that  women  age  50  and  over  should  have  annual  mammograms 
and  breast  exams. 

Again,  this  is  a  particular  item  of  importance  for  us.  Breast  can- 
cer is  the  leading  cause  of  death  for  black  women  between  the  ages 
of  15  and  54  and  is  the  No.  1  cause  of  cancer  deaths  for  black 
women  under  50.  Early  detection  is  absolutely  critical  and  crucial 
to  our  survival. 

The  survival  rate  for  black  women  is  63  percent  compared  with 
78  percent  for  white  women.  According  to  NCI's  attitudes  and 
usage  survey,  income  and  education  levels  correlate  with  getting 
mammographies,  and  that  is  again  of  particular  importance  for 
black  women  in  this  country. 

Mr.  Chairman,  it  is  the  National  Black  Women's  Health  Project's 
strongest  recommendation  that  the  health  care  reform  package  con- 
form to  the  guidelines  established  by  medical  experts  such  as  NCI, 
the  American  Cancer  Society,  ACOG,  as  well  as  a  host  of  the  other 
nationally  recognized  medical  experts,  and  that  health  care  provid- 
ers are  provided  the  flexibility  to  order  screening  tests  based  on  the 
health  of  individual  women. 

Again,  I  would  like  to  thank  you  for  the  opportunity  to  testify  be- 
fore the  subcommittee.  The  National  Black  Women's  Health  Project 
looks  forward  to  working  with  you  and  the  administration  in  ensur- 
ing that  the  health  care  needs  of  black  women  as  well  as  women 
of  color  and  poor  women  in  this  country  are  addressed,  adequately 
addressed — by  a  health  care  reform  package. 

Thank  you. 

[The  prepared  statement  of  Ms.  Newbille  follows:] 
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Mr.  Chairman,  I  would  like  to  take  this  time  to  thank  you  and  the  members  of  your 
Subcommittee  for  the  opportunity  to  testify  on  the  impact  of  the  Adminstration's  Health  Care 
Reform  package  on  women's  health  care. 

As  background,  the  National  Black  Women's  Health  Project  is  a  self-help  and  health  advocacy 
organization  that  is  committed  to  improving  the  overall  health  status  of  Black  women.  The  core 
program  of  the  Project  is  based  on  the  concept  and  practice  of  self-help  and  the  inclusion  of  all 
women  of  African  descent,  with  a  special  focus  on  Black  women  living  on  low  incomes. 

Mr.  Chairman,  although  we  are  supportive  of  the  President's  commitment  to  reforming  our 
health  care  system  and  improving  the  health  of  our  population,  some  critical  adjustments  must 
be  made  or  we  will  lose  serious  ground  in  our  effort  to  preserve  and  advance  the  status  of 
women's  health.  The  Project  is  particularly  concerned  about  the  Plan's  recommendations  for 
the  frequency  of  Pap  smears  and  mammograms.  Although  it  is  not  the  focus  of  this  heanng, 
Mr.  Chairman,  I  also  believe  it  is  important  to  note  the  prevalence  of  cancers  in  communities 
of  color,  particularly  low-income  communities. 

We  aie  concerned  that  if  three  consecutive  Pap  smears  are  negative,  the  Plan  would  not  cover 
another  test  for  three  years,  which  is  not  consistent  with  the  recommendations  of  the  National 
Cancer  Institute  (NCI),  American  Cancer  Society  (ACS),  and  the  American  College  of  Obstetrics 
and  Gynecologists  (ACOG).  NCI's  1991  publication  on  Paps  smears  states  "an  annual  Pap 
smear  has  been  recommended  as  part  of  a  woman's  routine  physical  exam. ..NCI  suggests  a 
regular  Pap  smear  and  a  physical  exam  for  all  women  who  are  or  have  been  sexually  active  or 
have  reached  age  18.  After  a  woman  has  had  normal  results  for  3  or  more  years  in  a  row,  her 
doctor  may  decide  to  do  the  smear  less  often."  Health  care  providers  must  be  able  to  order  Pap 
smears  based  on  the  health  needs  of  the  individual  woman. 

Cervical  cancer  is  the  number  two  killer  of  young  Black  women  between  the  ages  of  15  and  34. 
Black  women  develop  cervical  cancer  almost  three  times  more  than  white  women;  and  although, 
the  survival  rate  of  white  women  has  risen,  it  has  fallen  for  Black  women.'  The  low  survival 
rate  is  due  to  spotty  follow  up  care  because  of  a  lack  of  a  regular  source  of  care.  There  is  also 
evidence  that  Black  women  do  not  participate  in  cancer  screening  programs  because  they  do  not 
know  about  them.  In  one  study,  nearly  60%  women  of  color  stated  that  their  reason  for  not 
complying  with  screening  guidelines  was  the  lackofappreciationof  the  importance  of  screening.  ^ 
Each  year,  4,500  unecessary  deaths  are  caused  by  cervical  cancer  largely  due  to  economic 
barriers  in  receiving  a  Pap  smear.^ 

The  Plan  covers  annual  Pap  smears  for  women  between  the  ages  of  20  and  49  who  are  at  nsk 
for  sexually  transmitted  diseases  (STDs).  This  ignores  the  high  rates  of  STDs  among  teens. 
According  to  the  Office  of  Technology  Assessment's  report  of  Adolescent  Health,  "data  from 
the  Centers  for  Disease  Control  suggests  that,  in  1989,  30%  of  newly  reported  gonorrhea  cases, 
and  10%  of  newly  reported  syphilis  cases  in  the  United  States  occurred  among  10-  to  19-year- 
olds."  In  addition,  according  to  NCI,  "There  is  no  upper  age  limit  for  Pap  smears.  Older 
women  should  continue  to  have  regular  physical  exams,  including  a  pelvic  exam  and  Pap  smear. 
A  woman  who  has  had  a  hysterectomy  should  continue  to  have  Pap  smears.    Her  doctor  may 
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do  the  smear  less  frequently,  depending  on  the  reason  for  the  hysterectomy." 

The  rates  of  deaths  from  cervical  cancer  has  decreased  by  more  than  70%  since  1950.  This 
decrease  is  associated  with  the  use  of  the  Pap  smear  and  the  fact  that  more  women  are  having 
regular  gynecological  examinations.  The  five-year  relative  survival  rate  for  women  with  any 
type  of  cervical  cancer  is  67%.  Early  detection  increases  the  survival  rate  to  88%.  The  survival 
rate  of  women  with  cervical  carcinoma  in  situ,  which  is  detected  only  by  the  Paps  smear, 
approaches  100%." 

Early  screening  is  equally  important  for  breast  cancer.  The  Plan  covers  mammograms  every 
two  years  after  the  age  of  50.  Thirteen  medical  organizations,  including  NCI  and  ACOG, 
recommend  that  "Women  age  40  and  over  should  have  mammograms  every  one  to  two  years 
and  yearly  breast  exams  by  their  physicians.  Women  age  50  and  over  should  have  annual 
mammograms  and  breast  exams. "  * 

According  to  NCI,  mammograms  are  the  most  effective  method  of  detecting  breast  cancer  in  its 
earliest  stage... women  have  a  90%  chance  of  surviving  the  disease  if  it  is  caught  in  its  earliest, 
most  treatable  stage."  Experts  estimate  that  regular  mammograms  can  reduce  mortality  rates 
by  30%  ." 

Breast  cancer  is  the  leading  cause  of  death  for  Black  women  between  the  ages  of  15  and  54  and 
is  the  number  one  cause  of  cancer  deaths  for  Black  women  under  50.  Early  detection  is  crucial 
to  survival.  The  survival  rate  for  Black  women  is  63%  compared  with  78%  for  white  women.' 
According  to  NCI's  Attitudes  and  Usage  Survey,  income  and  education  levels  correlate  with 
getting  mammograms.  Nearly  half  of  women  with  household  incomes  under  $15,000  per  year 
and  who  have  less  than  a  high  school  degree  have  never  had  a  mammogram,  compared  with  less 
than  a  quarter  of  women  who  have  household  incomes  over  $50,000  and  hold  a  high  school 
degree. 

Mr.  Chairman,  I  also  believe  it  is  important  to  examine  the  link  between  impoverished 
communities  and  high  cancer  rates.  These  communities  are  often  located  in  the  most  polluted 
areas.  In  1989,  the  United  Church  of  Christ  Commission  for  Racial  Justice,  headed  then  by  the 
Rev.  Benjamin  F.  Chavis  Jr.  now  executive  director  of  the  NAACP,  issued  a  report  showing 
that  the  most  significant  factor  in  the  siting  of  hazardous  waste  facilities  nationwide  was  race. 
The  1988  Greenpeace  Report  Mortality  and  Toxic  Along  the  Mississippi  River  showed  that  the 
"total  mortality  rates  and  cancer  mortality  rates  in  the  counties  along  the  Mississippi  River  were 
significandy  higher  than  in  the  rest  of  the  nation's  counties"  and  that  "the  areas  of  the  nver  in 
which  public  health  statistics  are  most  troubling  have  populations  which  are  disproportionately 
poor  and  Black. "  And  just  last  year,  the  National  Law  Journal  published  the  results  of  an  eight- 
month  investigation  into  every  toxic  waste  site  listed  under  the  federal  superfund  program. 
Their  finding  was  that  hazardous  waste  laws  are  more  strongly  enforced  and  carry  stiffer 
penalties  in  areas  with  large  white  populations.  When  communities  of  color  are  used  as  dumping 
grounds  and  low-income  workers  are  forced  to  work  and  live  in  chemically  infested  areas,  we 
must  look  at  access  to  health  services  as  well  as  poverty  and  the  conditions  it  fosters. 

Mr.  Chairman,  it  is  the  Project's  strongest  recommendation  that  the  health  care  reform  package 
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conform  to  the  guidelines  established  by  medical  experts  such  as  NCI,  ACS,  and  ACOG  as  well 
as  give  health  care  providers  the  flexibility  to  order  these  screening  tests  based  on  the  health 
needs  of  individual  women.  Again  thank  you  for  the  opportunity  to  testify  before  your 
Subcommittee.  TTie  Project  looks  forward  to  working  with  you  and  the  Adminstration  in 
ensuring  that  the  health  needs  of  Black  women  and  other  women  of  color--particularly  poor 
women— are  addressed  in  the  health  care  reform  package.  I  will  happy  to  answer  any  questions 
you  or  the  Subcommittee  may  have. 
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Mr.  Towns.  Thank  you  for  your  testimony. 
Ms.  Ness. 

STATEMENT  OF  DEBRA  L.  NESS,  EXECUTIVE  VICE  PRESIDENT, 
WOMENS  LEGAL  DEFENSE  FUND 

Ms.  Ness.  Good  afternoon,  Mr.  Chairman. 

My  name  is  Debra  Ness.  I  am  the  executive  vice  president  of  the 
Women's  Legal  Defense  Fund,  an  organization  that  has  worked  for 
over  two  decades  to  improve  the  Hves  of  women  and  their  families. 

First  let  me  thank  you.  Congressman  Towns,  for  bringing  us  here 
today  to  talk  about  the  critical  issue  of  coverage  for  Pap  smears 
and  mammograms.  This  issue  touches  the  life  of  every  woman  and 
her  family  in  this  country,  all  too  often  with  tragic  consequences. 
The  importance  of  early  detection  cannot  be  overstated.  Early  de- 
tection and  improved  treatment  for  breast  cancer  have  kept  death 
rates  stable,  despite  increasing  rates  of  incidence,  and  the  death 
rate  for  cervical  cancer  has  declined  more  than  70  percent  pri- 
marily due  to  regular  checkups  and  Pap  smears. 

Women's  health  care  is  at  a  very  critical  and  defining  moment. 
The  President  and  this  Congress  are  poised  to  dramatically  re- 
shape our  Nation's  health  care  system.  The  outcome  of  this  process 
will  determine  for  decades  to  come  what  health  care  women  have 
and  do  not  have  access  to. 

For  the  first  time,  all  women  and  men  will  be  guaranteed  access 
to  a  nationally  set  package  of  health  care  services.  Decisions  about 
what  is  in  that  package  must  be  based  on  what  is  needed  to  protect) 
our  health  and  well-being.  Women,  particularly  low-income  womeni 
who  have  historically  had  the  most  difficulty  obtaining  basic  healthi 
care,  will  be  looking  to  this  Congress  and  to  the  President  to  do  the 
right  thing. 

I  emphasize  this  point  today  because,  as  you  know,  there  is  a 
long  history  of  women's  health  issues  being  given  short  shrift  in 
this  country.  There  has  been  an  appalling  paucity  of  research  into 
women's  health  needs  and  a  disgraceful  lack  of  progress  in  under- 
standing, preventing  and  treating  diseases  that  primarily  affect 
women, 

I  also  raise  this  point  today  because  women's  health  care  services 
and  most  especially  their  reproductive  health  care  services  tradi- 
tionally have  been  fragmented,  isolated  and  marginalized  in  ways 
that  ignore  the  critical  connection  between  women's  reproductive 
health  and  their  general  health  and  well-being. 

Finally,  I  feel  compelled  to  emphasize  this  point,  because  deci- 
sions about  women's  reproductive  health  are  all  too  often  deter- 
mined by  politics  and  what  is  perceived  to  be  prevailing  public 
opinion  rather  than  sound  medical  judgment  and  desired  health 
outcomes. 

When  we  reviewed  the  draft  of  the  administration's  initial  health 
care  proposal  in  early  September,  we  were  alarmed  because  the 
plan  appeared  to  fall  short  of  the  promise  to  ensure  that  women 
receive  health  care  that  meets  currently  accepted  standards  for 
cancer  screening  and  detection. 

Our  view  is  that  the  standards  established  in  the  health  care 

Elan  must  reflect  whatever  are  the  current  standards  recommended 
y  the  scientific  and  medical  community.  In  the  case  of  Pap  smears 


89 

and  clinical  breast  exams,  widely  accepted  standards  for  early  de- 
tection have  been  set  by  the  American  Cancer  Society.  In  the  case 
of  mammograms,  in  1989  the  American  Cancer  Society  was  joined 
by  10  other  major  medical  and  scientific  organizations  in  issuing 
consensus  guidelines  for  mammography  screening.  As  evidence  of 
the  broad-based  acceptance  of  these  standards,  there  are  43  States 
that  currently  have  laws  requiring  insurance  companies  to  provide 
coverage  for  mammograms,  and  of  those,  35  specifically  incorporate 
the  consensus  guidelines  in  their  mandate. 

Even  though  some  standards  for  early  cancer  detection  may  be 
evolving,  evolving  standards  are  not  an  excuse  for  offering  women 
less  than  the  prevailing  standards  recommended  by  the  scientific 
community.  We  must  not  allow  the  incompleteness  of  our  knowl- 
edge or  the  inevitability  of  change  that  goes  hand  in  hand  with  re- 
search to  justify  giving  women  less  now  than  what  we  currently  be- 
lieve is  the  best.  Until  there  is  sufficient  research  to  allow  cancer 
experts  to  reach  consensus  on  revised  guidelines,  we  must  provide 
women  with  the  protection  they  have  come  to  expect.  Furthermore, 
we  must  not  undermine  the  goal  of  prevention  by  cutting  corners. 
It  would  be  gross  hypocrisy  to  say  that  prevention  is  an  important 
goal,  and  then  fail  to  provide  those  preventive  services  with  the  fre- 
quency necessary  for  them  to  be  fully  effective. 

The  stage  is  set  now  for  what  will  be  the  most  dramatic,  far 
reaching  social  reform  this  Nation  has  experienced  in  decades.  We 
must  work  hard  now  to  ensure  that  the  health  care  services  needed 
by  women  are  included  in  the  nationally  guaranteed  benefits  pack- 
age. Services  not  included  in  this  package  will  quickly  become 
marginalized,  and  if  available  at  all,  only  to  those  who  can  afford 
to  pay. 

Unfortunately,  if  the  past  is  any  indication  of  what  is  to  come, 
there  are  some  who  may  view  women's  health  care,  and  especially 
women's  reproductive  health  care,  as  an  easy  target  in  the  fierce 
game  of  compromise  and  tradeoffs  that  lies  ahead.  This  subcommit- 
tee's willingness  to  listen  to  our  concerns  gives  us  hope  that  wom- 
en's health  issues  will  not  become  political  fodder  to  be  bargained 
away  when  the  going  gets  tough. 

We  face  an  extraordinary  opportunity  to  improve  the  health  of  all 

f)eople  in  this  Nation,  and  with  your  continued  help  and  your  vigi- 
ance,  we  will  not  squander  that  opportunity. 
Thank  you. 
[The  prepared  statement  of  Ms.  Ness  follows:] 
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My  name  is  Debra  Ness.   I  am  the  Executive  Vice  President  of  the  Women's 
Legal  Defense  Fund,  an  organization  that  has  worked  for  two  decades  to  secure 
reproductive  freedom,  fight  job  discrimination,  help  Americans  balance  work  and  family 
responsibilities,  give  women  access  to  quality  health  care,  improve  women's  economic 
status,  and  reform  the  nation's  child  support  system. 

First,  let  me  thank  Congressman  Towns  and  this  Subcommittee  for  bringing  us 
here  today  to  talk  about  the  critical  issue  of  coverage  for  Pap  smears  and  mammograms 
under  the  Administration's  health  care  proposal.  This  issue  touches  the  life  of  every 
woman  and  her  family  in  this  country,  all  too  often  with  tragic  consequences.  The 
statistics  will  undoubtedly  be  mentioned  often  today,  but  they  bear  repeating: 

Approximately  one  in  nine  women  will  develop  breast  cancer  by  age  85. 

This  year  alone  there  will  be  approximately  182,000  new  cases  of  breast 
cancer  among  women  and  44,500  new  cases  of  uterine  cancer. 

This  year  approximately  46,000  women  will  di£  of  breast  cancer  (the 
second  major  cause  of  cancer  death  in  women)  and  10,100  will  dk  of 
uterine  cancer.^ 


'   American  Cancer  Society,  Cancer  Facts  &  Figures  -  1993.  pp.  11-14.  Though 
beyond  the  scope  of  this  hearing,  it  should  be  noted  that  the  Administration's  proposal 
does  not  meet  American  Cancer  Society  guidelines  for  early  detection  of  another  major 
killer  of  women  (and  men)  ~  colon  and  rectal  cancer. 
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The  importance  of  early  detection  cannot  be  overstated:   early  detection  and  improved 
treatment  for  breast  cancer  have  kept  death  rates  stable  despite  increasing  rates  of 
incidence;  the  death  rate  for  cervical  cancer  has  declined  more  than  70  percent,  due 
primarily  to  regular  checkups  and  Pap  smears." 

Women's  health  care  is  at  a  critical  and  defining  moment.   We  must  not 
underestimate  the  far-reaching  ramifications  of  policy  decisions  that  will  be  made  over 
the  next  several  months.  The  President  and  this  Congress  are  poised  to  dramatically 
reshape  our  nation's  health  care  system.  The  outcome  of  this  process  will  determine  for 
decades  to  come  what  health  care  services  women  have  (and  do  not  have)  access  to. 

For  the  first  time,  all  women  (and  men)  will  be  guaranteed  access  to  a  nationally 
set  package  of  health  care  services.   We  have  the  opportunity  to  design  a  health  care 
system  that  stresses  prevention.   Decisions  about  what  is  in  that  package  must  be  based 
on  what  is  needed  to  protect  our  health  and  well-being.      We  must  not  let  limited 
resources  work  to  deny  women  their  most  basic  health  care  needs.  All  women, 
particularly  low  income  women  and  others  who  historically  have  had  difficulty  obtaining 
needed  health  care  services,  will  be  looking  to  this  Congress  and  to  the  President  to  do 
the  right  thing. 

We  emphasize  this  point  because,  as  you  know,  there  is  a  long  history  of  women's 
health  issues  being  given  short  shrift  in  this  country.  There  has  been  a  paucity  of 
research  into  women's  health  needs  and  a  disgraceful  lack  of  progress  in  understanding, 
preventing  and  treating  diseases  that  primarily  affect  women.  The  historical  failure  to 
include  women  in  clinical  research  trials  and  to  conduct  research  on  conditions  primarily 
affecting  women  reflects  the  long-standing  indifference  of  the  scientific  community  to  the 
needs  of  women.   In  the  past  few  years,  attention  has  finally  begun  to  focus  on  the 
appalling  lack  of  research  into  women's  health  needs,  even  capturing  the  attention  of  the 
media.  But  nevertheless,  we  have  a  long  way  to  go. 

We  raise  this  point  also  because  women's  health  care  services,  and  most  especially 
their  reproductive  health  care  services,  traditionally  have  been  fragmented,  isolated  and 
marginalized  in  ways  that  negate  the  integral  coimection  between  women's  reproductive 
health  and  their  general  health  and  well-being. 

And  finally,  we  make  this  point  because  decisions  about  women's  reproductive 
health  are  all  too  often  determined  by  politics  and  what  is  perceived  to  be  the  prevailing 
wind  of  public  opinion,  rather  than  sound  medical  judgment  and  desired  health 
outcomes. 


^  American  Cancer  Society,  Cancer  Facts  &  Figures  -  1993.  pp.  11-14. 
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For  women  to  participate  in  this  society  on  an  equal  footing  with  men,  their 
health  needs  must  be  met.   This  means  that  this  country  must  make  a  commitment  to 
know  more  about  women's  health  care  needs  and  to  ensure  that  women  benefit  from 
advances  in  scientific  research  and  technology,  including  the  most  effective  ways  to  detect 
and  treat  conditions  that  affect  women.   We  must  also  commit  to  ensuring  that  women 
then  have  access  to  the  highest  standard  of  services,  including  screening  and  diagnostic 
services  as  well  as  treatment. 

Our  view  is  that  the  standards  established  in  the  health  care  reform  plan  should 
reflect  whatever  are  the  current  standards  accepted  by  the  scientific  and  medical 
community.   In  the  case  of  Pap  smears  and  clinical  breast  exams,  widely  accepted 
standards  for  early  detection  have  been  set  by  the  American  Cancer  Society.   In  the  case 
of  mammograms,  in  1989  the  American  Cancer  Society  was  joined  by  ten  other  major 
medical  and  scientific  organizations  including  the  National  Cancer  Institute,  the 
American  Medical  Association,  the  American  College  of  Radiology,  and  the  American 
Academy  of  Family  Physicians  in  issuing  Consensus  GuideHnes  for  mammography 
screening.   As  evidence  of  the  broad-based  acceptance  of  these  mammography  standards, 
of  the  43  states  that  currently  have  laws  requiring  insurance  companies  to  provide 
coverage  for  mammograms,  35  of  those  state  laws  specifically  incorporate  the  Consensus 
Guidelines  in  their  mandate.-' 

Even  though  some  of  the  standards  for  early  cancer  detection  may  be  evolving, 
evolving  standards  should  not  be  an  excuse  for  offering  women  less  than  whatever  are 
the  prevailing  standards  recommended  and  accepted  by  the  scientific  community.   We 
must  not  allow  the  incompleteness  of  our  knowledge  --  or  the  inevitability  of  change  that 
goes  hand  in  hand  with  research  ~  to  justify  giving  women  less  than  what  we  currently 
believe  is  the  best.   Until  sufficient  research  has  been  conducted  to  allow  cancer  experts 
to  reach  consensus  and  reformulate  screening  guidelines,  we  must  provide  women  with 
the  protection  they  have  come  to  expect. 

The  Administration  intends  for  its  plan  to  stress  prevention  and  personal 
responsibility.   We  must  not  undermine  the  goal  of  prevention  by  cutting  comers  and 
leaving  critical  preventive  services  out  of  the  plan.   Indeed,  it  would  be  a  contradiction  to 
say  that  prevention  is  a  goal  and  yet  fail  to  provide  those  services  with  the  frequency 
recommended  by  the  medical  and  scientific  community. 

We  understand  that  the  Administration's  plan  will  include  a  mechanism  --  a 
National  Health  Board  -  for  making  changes  in  the  future  in  keeping  with  advances  in 
research  and  technology.   Such  a  mechanism  must  be  both  responsive  and  flexible.   It 
should  be  possible  for  the  Health  Board  on  an  ongoing  basis  to  make  adjustments  in  the 


'  American  Cancer  Society,  State  Laws:   Third-Party  Coverage  of  Screening 
Mammography  (October  1992). 
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plan  standards  in  timely  and  appropriate  ways  as  new  knowledge  and  evidence  comes  to 
light.   Such  adjustments  might,  for  example,  call  for  either  an  increase  or  a  decrease  in 
certain  services,  or  the  incorporation  of  new  services  or  new  protocols  for  existing 
services. 

When  we  reviewed  the  draft  of  the  Administration's  initial  health  care  proposal  in 
early  September,  we  were  alarmed  because  the  plan  appeared  to  fall  short  of  the 
promise  to  ensure  that  women  receive  health  care  that  meets  currently  accepted 
standards  for  cancer  screening  and  detection.  The  Administration's  initial  proposal  does 
not  follow  American  Cancer  Society  guidelines  for  Pap  smears  or  clinical  breast  exams 
or  the  Consensus  Guidelines  for  maimnograms.  Although  we  are  encouraged  by 
indications  that  changes  are  currently  being  considered,  we  would,  nevertheless,  like  to 
briefly  iterate  some  of  the  specific  concerns  that  must  be  addressed  in  any  final  proposal. 
The  comments  that  follow  highlight  the  most  serious  discrepancies  between  the 
Administration's  initial  proposal  and  the  American  Cancer  Society's  current  standards 
and  the  Consensus  Guidelines. 

Pap  Smears 

According  to  the  American  Cancer  Society,  women  18  and  over  or  who  are 
sexually  active  should  receive  annual  Pap  smears.  After  three  consecutive  annual 
negative  smears,  the  woman's  health  care  provider  may  exercise  her  or  his  clinical 
judgment  and  peiform  Pap  smears  less  frequently  than  armually. 

Under  the  Administration's  initial  proposal,  annual  Pap  smears  appear  to 
be  routinely  avaUable  only  to  women  between  the  ages  of  20  and  49  who 
are  at  risk  of  contracting  a  sexually  transmitted  disease.  The 
Administration's  initial  proposal  also  makes  no  provision  for  Pap  smears 
after  age  65  even  though  women  over  65  account  for  approximately  one 
quarter  of  new  cases  and  close  to  half  (41  percent)  of  the  deaths  from 
cervical  cancer.'* 

These  provisions  clearly  do  not  conform  to  the  generally  accepted  need  for  annual 
Pap  smears  for  all  women.  They  also  ignore  the  high  rates  of  STDs  among  teens  (one  in 
four  has  an  STD  by  age  21). 

Clinical  Breast  Exams 

Clinical  breast  exams  are  an  important  tool  in  the  battle  against  breast  cancer 
because  a  significant  portion  of  breast  cancer  cases  are  detected  in  this  way.  The 


■*   Mary  C.  Ciotti,  MD,  FACOG,  "Screening  for  Gynecologic  and  Colorectal  Cancer: 
Is  It  Adequate?"  Women's  Health  Issues  (Summer  1992),  p.  83. 
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American  Cancer  Society  recommends  clinical  breast  exams  every  three  years  for  women 
between  the  ages  of  20  and  39  and  every  year  for  women  over  40. 

In  contrast,  the  Administration's  initial  proposal  does  not  provide  for 
aimual  medical  examinations  (that  would  include  a  clinical  breast  exam) 
until  one  reaches  age  65  ~  despite  the  fact  that  women  under  65  accoimt 
for  approximately  half  of  the  new  cases  of  breast  cancer  detected  each 
year. 

Mammograms 

As  stated  above,  the  Consensus  Guidelines  for  mammography  should  be  followed 
until  such  time  as  there  is  sound  data  and  further  consensus  in  the  cancer  community  to 
support  a  change  in  those  guidelines.  The  Consensus  Guidelines  call  for  a  screening 
mammogram  by  age  40;  a  mammogram  every  one  to  two  years  for  women  age  40  to  49; 
and  annual  mammograms  for  women  50  and  over. 

The  Administration's  initial  proposal  falls  short  because  it  only  provides 
for  mammograms  every  two  years  beginning  at  age  50  —  despite  the  fact 
that  approximately  25  percent  of  new  cases  of  breast  cancer  occur  in 
women  under  age  50.* 

The  Administration  has  recently  made  statements  that  imply  that  women  in  some 
yet-to-be-defined  high-risk  group  may  be  able  to  have  mammograms  more  frequently 
than  indicated  in  the  Administration's  initial  proposal.   However,  even  if  doctors  are  able 
to  order  more  mammograms  in  some  cases,  there  may  be  financial  barriers  that  prevent 
women  from  having  them.   It  is  not  clear  whether  such  mammograms  would  be  subject 
to  co-payments  and  deductibles,  thus  putting  these  services  out  of  reach  for  low  income 
women.^   Moreover,  there  are  bound  to  be  countervailing,  cost-reduction  pressures  in 
the  system  that  may  act  to  inhibit  individual  providers  from  recommending  additional 
testing  services. 


«  «  «  « 


'   National  Cancer  Institute,  Breast  Cancer  Cases  and  Deaths  per  Year  bv  Age 
Group  (October  1,  1993). 

*  American  Cancer  Society  &  American  College  of  Surgeons,  National  Cancer  Data 
Base:   Annual  Review  of  Patient  Care  1993.  Table  2-1. 

^  Under  the  Administration's  initial  proposal,  services  listed  as  clinical  preventive 
services  (such  as  the  provision  for  mammograms  every  two  years  for  women  50  and  over) 
are  covered  without  patient  cost-sharing. 
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The  stage  is  now  set  for  what  will  be  the  most  dramatic  and  far-reaching  social 
reform  this  nation  has  experienced  in  decades.   As  we  begin  the  very  difficult  and 
challenging  process  of  defining  and  shaping  the  exact  nature  of  these  reforms,  we  must 
ensure  that  women's  health  care  needs  are  adequately  met.   We  must  start  by  ensuring 
that  the  health  care  services  needed  by  women  are  included  in  the  nationally  guaranteed 
benefits  package.   Services  not  included  in  this  package  will  quickly  become 
marginalized,  and  if  available  at  all,  accessible  only  to  those  who  can  afford  to  pay.   We 
as  a  nation  cannot  in  good  conscience  continue  to  ration  health  care  based  on  ability  to 
pay.  Those  who  maintain  that  we  do  not  ration  care  are  generally  not  those  who  are 
shut  out  of  the  system. 

Lacking  the  resources  available  to  others  with  important  interests  at  stake  in  this 
national  debate  on  health  care  reform,  the  women's  community  may  find  itself  out- 
gimned  and  hamstrung  when  it  comes  to  protecting  our  interests,  but  try  we  must.   If  the 
past  is  any  indication  of  what  is  to  come,  some  may  view  women's  health  care  and 
especially  women's  reproductive  health  care  as  an  easy  target  in  the  fierce  game  of 
compromise  and  trade-offs  that  lies  ahead.  This  Subcommittee's  willingness  to  listen  to 
our  concerns  gives  us  hope  that  our  needs  and  concerns  will  not  become  political  fodder 
to  be  bargained  away.   We  face  an  extraordinary  opportunity  to  improve  the  health  of 
the  people  in  this  nation,  and  with  your  continued  help  and  vigilance  we  will  not 
squander  that  opportunity. 
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Mr.  Towns.  Thank  you  very  much  for  your  testimony. 
Ms.  Brown. 

STATEMENT  OF  ZORA  KRAMER  BROWN,  PRESffiENT,  BREAST 
CANCER  RESOURCE  COMMITTEE 

Ms.  Brown.  Thank  you,  Chairman  Towns,  and  I  would  Hke  to 
thank  the  rest  of  the  subcommittee  for  inviting  us  here  today. 

I  come  before  you  as  a  humble  but  determined  voice  for  the  mil- 
lions of  minority  and  disadvantaged  women  throughout  America 
whose  voices  often  go  unheard.  As  an  African  American  woman 
who  is  a  13-year  survivor  of  breast  cancer,  a  member  of  the  Na- 
tional Cancer  Advisory  Board,  the  current  chciir  of  the  District  of 
Columbia  Cancer  Consortium  and  the  founder  and  president  of  the 
Breast  Cancer  Resource  Committee,  I  have  the  unique  advantage 
of  understanding  the  issues  and  the  difficulties  faced  by  both 
American  women  and  the  medical  community  with  respect  to 
breast  cancer  screening  and  treatment  issues. 

My  concern  here  today  is  to  bring  focus  to  the  issue  of  breast 
cancer  screening,  specifically,  new  mammography  guidelines  cur- 
rently being  proposed  by  the  National  Cancer  Institute.  As  you 
have  heard  from  previous  testimonies,  breast  cancer  is  the  most 
common  nonskin  cancer  in  women  in  the  United  States.  The  Na- 
tional Cancer  Institute  has  estimated  that  there  will  be  a  total  of 
183,000  cases  of  breast  cancer  in  1993  with  46,300  deaths.  Based 
on  NCI  data  collected  between  1973  and  1990,  breast  cancer  inci- 
dence rates  for  white  women  were  23.3  versus  24.5  for  African 
American  women.  Mortality  rates  are  alarmingly  different:  1.8  for 
white  women  and  17.4  for  African  American  women. 

Since  the  late  1970's,  medical  science  and  health  educators  have 
recognized  the  important  role  of  prevention  and  early  detection  for 
many  cancers,  particularly  breast  cancer.  Unfortunately,  this  can- 
cer prevention  message  has  not  been  communicated  effectively  to 
low  income  and  minority  populations.  Many  low  income  and  minor- 
ity women  are  still  unaware  of  the  importance  of  monthly  breast 
self-examinations,  mammography,  and  treatment  options  available 
to  them  should  there  be  a  malignancy.  Early  detection  and  treat- 
ment of  breast  cancer  must  become  a  higher  priority  if  we  ever  en- 
vision controlling  the  high  cost  of  health  care  in  America. 

To  site  a  personal  example,  my  late  sister,  Belva  Brissett  was  di- 
agnosed with  breast  cancer  in  1989,  a  third  recurrence.  She  was 
admitted  to  the  hospital  in  October  1990  and  died  of  this  dreaded 
disease  in  December  of  that  same  year.  Her  hospitalization  costs 
for  this  2-month  period  totaled  over  $100,000.  This  is  in  contrast 
to  my  own  breast  cancer  treatment  cost  in  1980  of  $7,500.  The  eco- 
nomics of  the  situation  and  the  thousands  of  needless  deaths,  de- 
mand our  national  attention. 

You  have  heard  the  National  Cancer  Institute's  proposed  new 
guidelines.  And  while  I  applaud  the  efforts  of  the  health  care  pro- 
fessional community  to  develop  new  guidelines  based  on  the  most 
recent  scientific  data,  I  remain  very  concerned.  Once  again,  women 
of  America  will  be  further  confused  by  the  release  of  yet  another 
set  of  guidelines  for  breast  cancer  screening.  For  low  income  and 
minority  women,  this  news  will  be  met  with  further  distrust  of  the 
health  care  delivery  system.  The  resulting  effect  will  most  likely  be 
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that  this  g^oup  of  women  will  prolong  their  decision  to  have  mam- 
mograms out  of  confusion. 

My  specific  concerns  are  for  those  low  income  and  minority 
women  between  the  ages  of  35  and  49,  Data  from  the  surveillance, 
epidemiology,  and  end  results  program  [SEERS]  of  the  National 
Cfancer  Institute  indicates  that  only  7  percent  of  breast  cancers 
occur  by  the  age  of  40;  the  risk  of  developing  breast  cancer  prior 
to  the  age  of  40  is  less  than  1  percent. 

Although  I  do  not  question  the  validity  of  this  data,  my  concern 
is  that  African  American  women  have  historically  been  left  out  of 
major  population  based  studies.  Enough  is  not  yet  conclusive  as  to 
the  biology  of  the  disease  among  this  segment  of  the  population. 
While  we  heard  a  number  of  studies  that  were  taking  place  in 
workshops  at  the  National  Cancer  Institute,  we  did  not  hear  about 
the  breast  cancer  workshop  on  younger  women  that  was  held  in 
January  of  this  year,  where  there  was  data  released  that  said  that 
most  of  the  cancer  occurring  in  young  women  occurred  in  African 
American  women. 

Breast  cancer  mortality  rates  are  alarmingly  high  for  African 
American  women  for  a  variety  of  reasons  which  include,  but  are 
not  limited  to,  poverty,  lack  of  awareness  of  breast  cancer  as  a 
maior  health  problem,  late  stage  of  diagnosis,  lack  of  access  to  med- 
ical care. 

In  my  work  with  the  Belva  Brissett  Advocacy  Center  of  the 
Greater  Southeast  Community  Hospital  here  in  Washington,  we 
have  seen  and  heard  of  too  many  women  whose  breast  cancers 
were  not  detected  early,  resulting  in  an  increase  in  the  District  of 
Columbia's  overall  breast  cancer  mortality  rates.  While  my  mission 
as  a  breast  cancer  prevention  activist  is  to  increase  awareness 
among  women  of  this  disease,  I  do  not  do  so  in  a  vacuum.  My  ef- 
forts must  be  supported  and  reinforced  by  the  medical  community, 
community  activism,  and  the  Federal  Government. 

The  medical  community  must  clear  the  air  of  the  ever  changing 
guidelines  on  what  women  should  do  with  respect  to  breast  cancer 
screening.  Many  low  income  and  minority  women  are  completely 
baffled  by  the  repeated  new  guidelines  every  year  or  so  on  mam- 
mography, when  to  get  it,  how  often,  and  is  it  safe.  The  unfortu- 
nate result  of  these  controversies  is  that  many  women  opt  to  give 
up,  ignore,  or  postpone  life-saving  prevention  and  early  detection 
techniques. 

Over  the  past  several  years,  women  throughout  America  have  be- 
come increasingly  vocal  regarding  their  concerns  for  breast  cancer 
research  and  the  facts  about  mammography  as  an  effective  screen- 
ing tool.  Unfortunately,  in  early  years,  African  American  women 
were  late  in  rallying  behind  this  cause.  Today,  through  the  efforts 
of  local  and  national  African  American  women's  groups,  we  are 
making  our  issues  and  our  voices  heard. 

Every  year  for  the  past  3  years,  the  Breast  Cancer  Resource 
Committee  has  brought  over  300  African  American  women  from 
around  the  country  to  discuss  breast  cancer  and  women's  health  is- 
sues. We  have  been  able  to  establish  small  coalitions  throughout 
the  country  to  educate  women  in  their  communities  about  the  im- 
portance of  early  detection  of  breast  and  cervical  cancers.  Today, 
with  the  support  of  several  thousand  African  American  women,  the 
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Breast  Cancer  Resource  Committee  stands  ready  to  take  the  chal- 
lenge of  making  our  voices  heard  and  our  issues  known. 

Tne  Federal  Government's  role  in  this  partnership  to  reduce  can- 
cer mortality  by  50  percent  by  the  year  2000  can  greatly  be  en- 
hanced by  estaolishing  clear  guidelines  and  communicating  them 
effectively  to  all  segments  of  the  population  on  cancer  prevention 
and  screening. 

Mr.  Chairman  and  members  of  the  subcommittee,  I  would  like  to 
conclude  my  testimony  today  with  what  I  believe  are  specific  and 
cost-effective  solutions  to  these  major  health  care  issues  which  ef- 
fect millions  of  American  women: 

One,  the  National  Cancer  Institute  should  keep  the  current 
guidelines  which  state  that  women  should  have  baseline  mammo- 
grams by  age  35,  by  age  40,  mammography  every  other  year,  and 
age  50,  a  mammogram  every  year  for  the  rest  of  her  life.  These 
guidelines  are  for  women  who  are  not  considered  to  be  at  high  risk. 
Low-cost  mammography  screening  should  be  available  to  high-risk 
women. 

Two,  an  increase  in  culturally  sensitive  health  information  and 
education  programs  needs  to  be  implemented  by  the  Federal  Gov- 
ernment to  increase  the  awareness  and  comprehension  of  cancer 
prevention  techniques.  In  addition,  the  Federal  Government  should 
increase  its  contracting  of  minority  owned  firms  which  specialize  in 
health  communications. 

Three,  increase  the  recruitment  of  more  African  American 
women  in  population-based  studies  and  clinical  trials  so  that  future 
recommendations  are  based  on  solid  scientific  evidence,  and  appro- 
priate funds  are  available  to  help  State  and  local  communities  im- 
plement breast  and  cervical  cancer  screening  programs.  This  is  par- 
ticularly important  for  women  who  live  in  rural  areas  who  often 
have  the  least  access  to  health  care  facilities.  The  Department  of 
Health  and  Human  Services  should  strengthen  and  enforce  guide- 
lines requiring  universities  who  receive  Federal  dollars  to  include 
a  representative  sample  of  Afi-ican  Americans  in  scientific  research. 

Four,  the  Federal  Government  should  seek  the  views  and  opin- 
ions of  African  American  researchers,  health  professionals  and  the 
lay  public  on  how  to  best  prevent  and  combat  breast,  cervical,  and 
other  cancers  which  impact  our  community. 

This  concludes  my  testimony.  And  I  thank  you  for  inviting  me 
here  today,  and  I  would  be  happy  to  answer  any  questions. 

Mr.  Towns.  Thank  you. 

[The  prepared  statement  of  Ms.  Brown  follows:] 
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Good  afternoon  Chairman  Towns,  distinguished  members  of  the  subcommittee, 
ladies,  and  gentlemen. 

I  come  before  you  today  as  a  humble  but  determined  voice  for  the  millions  of 
minority  and  disadvantaged  women  throughout  America  whose  voices  often  go 
unheard. 

As  an  African-American  woman  who  is  a  13-year  survivor  of  breast  cancer,  a 
member  of  the  President's  National  Cancer  Advisory  Board,  the  current  Chairman 
of  the  District  of  Columbia  Cancer  Consortium,  and  the  founder  and  President  of 
the  Breast  Cancer  Resource  Committee  (BCRC),  I  have  the  unique  advantage  of 
understanding  the  issues  and  difficulties  faced  both  by  American  women  and  the 
medical  community  with  respect  to  breast  cancer  screening  and  treatment  issues. 


My  concern  here  today  is  to  bring  focus  to  the  issue  of  breast  cancer  screening, 
specifically,  the  soon  to  be  released,  new  mammography  guidelines  currently 
proposed  by  the  National  Cancer  Institute  (NCI). 

As  you  no  doubt  have  heard  from  previous  testimonies,  breast  cancer  is  the  most 
common  non-skin  cancer  in  women  in  the  United  States.  The  NCI  has  estimated 
that  there  will  be  a  total  of  183,000  cases  of  breast  cancer  in  1993  with  46,300 
deaths.  Based  on  NCI  data  collected  between  1973-1990,  breast  cancer  incidence 
rates  for  white  women  were  23.3  vs.  24.5  for  African-American  women. 
Mortality  rates  are  alarmingly  different;  1.8  for  white  women  and  17.4  for 
African-American  women. 

Since  the  late  1970's  medical  science  and  health  educators  have  recognized  the 
important  role  of  prevention  and  early  detection  for  many  cancers,  particularly 
breast  cancer.  Unfortunately,  this  cancer  prevention  message  has  not  been 
communicated  effectively  to  low-income  and  minority  populations.  Many 
low-income  and  minority  women  are  still  unaware  of  the  importance  of  monthly 
breast  self-examinations,  mammography,  and  treatment  options  available  to  them 
should  there  be  a  malignancy. 
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Early  detection  and  treatment  of  breast  cancer  must  become  a  higher  priority  if  we 
ever  envision  controlling  the  high  cost  of  health  care  in  America. 

To  site  a  personal  example,  my  late  sister,  Belva  Brissett,  was  diagnosed  with 
breast  cancer  in  1989.  She  was  admitted  to  the  hospital  in  October  of  1990  and 
died  of  this  dreaded  disease  in  December  of  that  same  year.  Her  hospitalization 
costs  for  this  two  month  period  totaled  just  over  $100,000.  This  is  in  contrast  to 
my  own  breast  cancer  treatment  costs  in  1980  of  $7,500. 


The  economics  of  the  situation  and  the  thousands  of  needless  deaths,  demands  our 
national  attention. 

The  National  Cancer  Institute's  proposed  new  screening  guidelines  are  as  follows: 

Women  Ages  50  and  Older: 

NCI  recommends  women  be  screened  every  one  to  two  years  and  receive  an 
annual  clinical  breast  examination  (a  breast  physical  examination  by  a  health 
professional).  Women  ages  70  and  above  should  be  screened  unless  otherwise 
indicated  by  health  status. 

Ages  40-49: 

NCI  recommends  women  discuss  with  a  health  professional  the  advisability  of 
breast  cancer  screening  with  mammography,  taking  into  account  family  history  of 
breast  cancer  and  other  risk  factors.  NCI  also  recommends  annual  clinical  breast 
examinations  as  a  prudent  practice  by  this  age  group. 

Breast  Self-Examination: 

NCI  recommends  as  a  prudent  practice  monthly  breast  self-examination  for  all 
women,  along  with  consultation  with  a  health  professional  on  proper  breast 
self-examination  techniques. 
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While  I  applaud  the  efforts  of  the  health  professional  community  to  develop  new 
guidelines  based  on  the  most  recent  scientific  data,  I  remain  very  concerned. 

Once  again,  women  of  America  will  be  further  confused  by  the  release  of  yet 
another  set  of  guidelines  for  breast  cancer  screening.  For  low-income  and 
minority  women  this  news  will  be  met  with  further  distrust  of  the  health  care 
delivery  system.  The  resulting  effect  will  most  likely  be  that  this  group  of  women 
will  prolong  their  decision  to  have  mammograms  out  of  confusion. 

My  specific  concerns  are  for  those  low-income  and  minority  women  between  the 
ages  of  35-49. 

Data  from  the  Surveillance,  Epidemiology,  and  End  Results  (SEER)  Program  of 
the  National  Center  for  Health  Statistics  (1973-1989)  indicates  that  only  7  percent 
of  breast  cancers  occur  by  the  age  of  40;  the  risk  of  developing  breast  cancer  prior 
to  the  age  of  40  is  less  than  one  percent. 

Although  I  do  not  question  the  validity  of  this  data,  my  concern  is  that 
African- American  women  have  historically  been  left  out  of  major  population  based 
studies.  Enough  is  not  yet  conclusive  as  to  the  biology  of  the  disease  among  this 
segment  of  the  population. 

Breast  cancer  mortality  rates  are  alarmingly  high  for  African-American  women  for 
a  variety  of  reasons  which  include  but  are  not  limited  to: 

poverty 

lack  of  awareness  of  breast  cancer  as  a  major 

health  problem 

late  stage  of  diagnosis 

lack  of  access  to  medical  care 
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In  my  work  with  the  Belva  Brissett  Breast  Care  Advocacy  Center  at  the  Greater 
Southeast  Community  Hospital  here  in  Washington,  D.C.,  we  have  seen  and  heard 
of  too  many  women  whose  breast  cancers  were  not  detected  early  resulting  in  an 
increase  in  the  District  of  Columbia's  overall  breast  cancer  mortality  rates. 

While  my  mission  as  a  breast  cancer  prevention  activist  is  to  increase  awareness 
among  women  of  this  disease,  I  can  not  do  so  in  a  vacuumed.  My  efforts  must 
be  supported  and  reinforced  by  the  medical  community,  community  activism,  and 
the  federal  government. 

The  medical  community  must  clear  the  air  of  the  ever  changing  guidelines  on  what 
women  should  do  with  respect  to  breast  cancer  screening.  Many  low-income  and 
minority  women  are  completely  baffled  by  the  repeated  new  guidelines  every  year 
or  so  on  mammography,  when  to  get  it,  how  often,  and  is  it  safe.  The  unfortunate 
result  of  these  controversies  is  that  many  women  opt  to  give  up,  ignore,  or 
postpone  life-saving  prevention  and  early  detection  techniques. 

Over  the  past  several  years,  women  throughout  America  have  become  increasingly 
vocal  regarding  their  concerns  for  breast  cancer  research  and  the  facts  about 
mammography  as  an  effective  screening  tool.  Unfortunately,  in  the  early  years, 
African- American  women  were  late  in  rallying  behind  this  cause.  Today,  through 
the  efforts  of  local  and  national  African-American  women's  groups  we  are  making 
our  issues  and  voices  heard. 

Every  year  for  the  past  three  years,  the  BCRC  has  brought  together  here  in 
Washington,  D.C.,  over  300  African-American  women  from  around  the  country 
to  discuss  breast  cancer  and  women's  health  issues.  We  have  been  able  to 
establish  small  coalitions  throughout  the  country  to  educate  women  in  their 
communities  about  the  importance  of  the  early  detection  of  breast  and  cervical 
cancers. 

Today,  with  the  support  of  several  thousand  African-American  women,  the  BCRC 
stands  ready  to  take  the  challenge  of  making  our  voices  heard  and  our  issues 
addressed. 
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The  federal  governments  role  in  this  partnership  to  reduce  cancer  mortality  by 
50%  by  the  year  2000,  can  greatly  be  enhanced  by  establishing  clear  guidelines 
and  communicating  them  effectively  to  all  segments  of  the  population  on  cancer 
prevention  and  early  detection. 


Cervical  Cancer  and  Pap  Tests 

The  issues  of  cervical  cancer  screenings  are  of  equal  importance.  The  average 
mortality  rates  per  100,000  women  (1987-88)  were  3.3  for  white  women  and  6.6 
for  African-American  women. 

According  to  the  NCI,  for  which  I  am  in  total  agreement,  for  women  18  years  or 
older,  or  those  who  are  sexually  active,  getting  a  Pap  test  every  year  is  the  best 
way  to  find  cervical  cancer  early.  This  is  particularly  true  for  older  women  who 
have  gone  through  the  change  of  life  (menopause)  and  are  at  higher  risk  for 
cervical  cancer. 

African-American  women  are  roughly  three  times  more  likely  to  develop  cervical 
cancer  and  more  than  twice  as  likely  to  die  from  it  than  white  women. 

Both  the  mammogram  and  the  Pap  test  should  be  performed  in  a  single  visit  as 
recommended  by  a  physician  and  based  on  a  women's  risk  factors. 

Mr.  Chairman  and  members  of  the  subcommittee,  I  would  like  to  conclude  my 
testimony  today  with  what  I  believe  are  specific  and  cost  affective  solutions  to 
these  major  health  care  issues  which  effect  millions  of  American  women. 
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RECOMMENDATIONS 

NCI  should  keep  the  current  guidelines  which  state  that  women  should  have 
baseline  mammograms  by  age  35;  by  age  40,  every  other  year;  and  age  50,  a 
mammogram  every  year  for  the  rest  of  her  life.  These  guidelines  are  for 
women  who  are  not  considered  to  be  in  a  high  risk  category. 

Low-cost  mammography  screening  should  be  available  to  high  risk  women. 


An  increase  in  culturally  sensitive  health  information  and  education  programs 
needs  to  be  implemented  by  the  federal  government  to  increase  the  awareness 
and  comprehension  of  cancer  prevention  techniques. 

In  addition,  the  federal  government  should  increase  its'  contracting  of 
minority-owned  firms  which  specialize  in  health  communications. 


4.  Increase  the  recruitment  of  more  African-American  women  in  population  based 
studies  and  clinical  trials  so  that  future  recommendations  are  based  on  solid 
scientific  evidence. 

5.  Appropriation  of  funds  to  help  state  and  local  communities 
implement  breast  and  cervical  cancer  screening  programs.  This  is  particularly 
important  for  women  who  live  in  rural  areas  who  often  have  the  least  access  to 
health  care  facilities. 

6.  The  Department  of  Health  and  Human  Services  should  strengthen  and  enforce 
guidelines  requiring  universities  who  receive  federal  dollars  to  include  a 
representative  sample  of  African-Americans  in  scientific  research. 

7.  The  federal  government  should  seek  the  views  and  opinions  of 
African-American  researchers,  health  professionals,  and  lay  public  on  how  to 
best  prevent  and  combat  breast,  cervical,  and  other  cancers  which  impact  our 
communities. 
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Mr.  Chairman,  this  concludes  my  testimony  and  I  would  be  happy  to  answer  any 
questions  which  you  or  members  of  this  committee  might  have.    Thank  you. 
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Mr.  Towns.  Ms.  Zintak. 

STATEMENT  OF  HELENE  ZINTAK,  BOARD  MEMBER,  NATIONAL 

BREAST  CANCER  COALITION 

Ms.  Zdh'AK.  Good  afternoon.  I  want  to  thank  you,  Representative 
Towns,  and  the  Subcommittee  on  Human  Resources  and  Intergov- 
ernmental Relations,  for  holding  this  important  hearing  on  the 
health  benefits  package  as  it  relates  to  women's  health  and  for  in- 
viting me  to  represent  the  issue  of  breast  cancer  and  the  National 
Breast  Cancer  Coalition. 

I  am  Helene  Zintak,  a  founding  board  member  of  the  National 
Breast  Cancer  Coalition.  I  am  pleased  to  have  the  opportunity  to 
share  with  you  our  thoughts  on  the  implications  for  breast  cancer 
patients  and  survivors  of  the  Clinton  health  plan  and  mammog- 
raphy standards  in  particular. 

First,  I  would  like  to  take  a  few  moments  to  describe  to  you  the 
organization  I  represent.  The  National  Breast  Cancer  Coalition  is 
a  grassroots  advocacy  organization  conceived  in  January  1991. 
Since  that  time,  the  coalition  has  grown  to  more  than  250  organiza- 
tions representing  thousands  of  patients,  their  physicians,  families 
and  friends  whose  primary  focus  is  the  eradication  of  breast  cancer. 

Since  1960,  more  than  950,000  U.S.  women  have  died  of  breast 
cancer.  This  staggering  number  is  more  than  two  times  the  number 
of  Americans  who  died  in  World  War  I,  World  War  II,  the  Korean, 
Vietnam  and  Persian  Gulf  wars  combined.  Forty-six  thousand 
women  will  die  this  year.  A  disproportionate  number  of  these 
deaths  will  occur  among  women  of  low  income,  who  belong  to  a  mi- 
nority group,  and  who  are  uninsured  or  underinsured.  Too  few 
women  have  access  to  high  quality  care.  In  breast  cancer  research, 
there  has  been  little  progress  in  methods  of  detection  and  treat- 
ment over  the  past  20  years. 

Our  coalition's  goals  are.  No.  1,  to  increase  the  funding  for  breast 
cancer  research  with  an  emphasis  on  finding  the  cause  and  a  cure 
for  this  insidious  disease;  No.  2,  to  make  certain  that  all  women 
have  access  to  quality  care  and  treatment;  and,  No.  3,  to  increase 
the  influence  of  women  with  breast  cancer  in  the  decisionmaking 
that  affects  their  lives. 

Today,  I  want  to  address  some  of  the  broader  implications  for 
women  with  breast  cancer  if  the  Clinton  plan  is  implemented  and 
specifically  to  discuss  with  you  the  issues  of  mammography  and 
early  detection.  As  I  have  just  said,  we  are  strongly  committed  to 
the  goal  that  all  women  regardless  of  economic  means  have  access 
to  early  detection  and  state-of-the-art  treatment.  From  this  per- 
spective, there  are  many  positive  aspects  of  the  Clinton  health  care 
plan. 

The  Clinton  plan  provides  health  care  for  all  regardless  of  em- 

Eloyment,  health,  or  marital  status.  This  is  critical  for  women  with 
reast  cancer  and  their  families;  they  will  not  be  locked  into  jobs 
only  to  maintain  health  insurance  or  lose  their  health  benefits  if 
they  lose  their  jobs.  Also  employers  will  not  be  afraid  to  hire  them 
because  of  the  nigh  cost  of  insurance. 

Preexisting  conditions  will  no  longer  prevent  anyone  from  receiv- 
ing health  care  coverage.  We  will  no  longer  see  the  travesty  of 
breast  cancer  patients  being  denied  health  insurance  coverage  be- 
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cause  of  the  very  fact  of  their  disease.  The  Clinton  plan,  if  imple- 
mented, will  also  guarantee  that  everyone  would  have  access  to 
quality  care  regardless  of  economic  status.  Currently,  women  who 
are  uninsured  can  wait  long  periods  of  time  for  treatment  of  breast 
cancer;  their  chance  of  survival  diminishes  as  their  wait  increases. 
The  data  from  the  African  American  community  makes  this  point 
in  very  stark  terms.  Although  fewer  African  American  women  are 
diagnosed  with  breast  cancer,  a  larger  percent  die  from  this  dis- 
ease. 

We  believe  that  the  failure  of  the  health  care  system  to  afford 
early  detection  and  state-of-the-art  treatment  to  underserved 
women  is  the  major  reason  that  African  American  women  die  in 
disproportionate  numbers  from  this  horrible  illness. 

Finally,  the  Clinton  plan  is  positive  for  breast  cancer  patients  be- 
cause it  includes  coverage  of  medically  appropriate  care  when  it  is 
provided  as  part  of  an  approved  clinical  trial.  Right  now,  many  in- 
surance policies  do  not  cover  these  costs,  thereby  limiting  the  par- 
ticipation in  potentially  life-saving  clinical  trials  to  women  who  can 
afford  to  pay  these  sizable  expenses  out  of  pocket. 

Now,  our  specific  concerns  about  mammography.  First,  I  want  to 
applaud  the  administration  for  including  screenmg  mammograms 
in  the  benefits  package.  As  you  know,  many  insurance  companies 
now  do  not  reimburse  for  screening  at  any  age  or  at  any  frequency. 
This  inclusion,  even  if  limited,  is  a  very  positive  step  in  the  right 
direction. 

But  as  you  know,  strong  concern  has  been  raised  from  women's 
health  advocates  and  from  women  Members  of  Congress  about  the 
health  plan's  proposed  limitations  on  the  coverage  of  mammog- 
raphy. The  administration  proposes  to  limit  coverage  because  there 
are  very  real  questions  about  the  efficacy  of  screening  mammo- 
grams for  women  of  different  ages  and  for  screening  at  different  in- 
tervals. 

It  is  the  assessment  of  the  National  Breast  Cancer  Coalition  that 
we  simply  do  not  have  enough  scientific  data  to  make  a  decision 
to  limit  availability  of  these  tests.  The  scientific  data  did  not  exist 
to  justify  the  current  guidelines  when  they  were  created.  Today,  we 
believe  there  is  a  lack  of  scientific  data  to  change  them. 

Therefore,  the  National  Breast  Cancer  Coalition  strongly  rec- 
ommends a  dual  strategy:  First,  immediately  launch  a  nationwide 
system  of  randomized  clinical  trials  of  various  screening  mecha- 
nisms to  answer  these  critical  questions;  and,  second,  until  we  have 
the  results  from  that  trial,  maintain  current  mammography  guide- 
lines without  any  change.  I  know  that  you  will  agree  that  the  worst 
thing  for  a  woman  is  confusion  and  mixed  signals.  Confusion  will 
lead  to  inaction,  and  inaction  will  lead  to  more  deaths. 

But  there  may  be  a  silver  lining  created  by  all  this  ruckus  about 
mammography,  its  efficacy  and  frequency,  as  well  as  of  its  cov- 
erage. Public  policymakers  are  beginning  to  become  painfully 
aware  of  the  inadequacy  of  mammography  as  a  screening  tech- 
nique. For  the  past  10  years,  mammograms  have  been  incorrectly 
referred  to  as  prevention,  even  by  people  who  know  better.  This 
has  led  to  a  false  sense  of  security. 

Mammography  will  not  prevent  breast  cancer.  It  is  a  diagnostic 
tool  that  may  prevent  mortality  in  some  cases  when  followed  by  ap- 
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propriate  treatment.  If  the  data  cited  by  the  CHnton  administration 
is  correct,  that  mammograms  for  women  under  50  are  not  effica- 
cious, then  what  is  available  for  these  women?  Breast  cancer  is  the 
leading  cause  of  death  for  women  ages  35  to  52.  What  do  we  tell 
these  women  to  do?  Hope?  Pray?  Our  public  education  campaigns 
in  recent  years  have  lulled  women  into  a  false  sense  of  security:  If 
they  get  their  mammograms,  there  is  a  90  percent  cure  rate.  The 
data  actually  is  that  there  may  be  a  90  percent  5-year  survival 
rate,  but  the  women  are  not  necessarily  cured. 

Apparently  now  we  are  altering  our  message.  We  are  telling 
women  under  50  that  mammograms  are  not  efficacious,  and  we  are 
telling  older  women  that  screening  every  2  years  is  OK  What  are 
we  telling  46,000  women  who  are  going  to  die  this  year?  What 
should  they  have  done;  could  have  done? 

The  National  Breast  Cancer  Coalition  has  urged  for  the  past  3 
years  that  we  need  better  screening  techniques.  We  need  a  blood 
test.  We  need  to  identify  early  markers.  For  some  women,  their 
breast  cancer  has  existed  for  as  much  as  7  years  before  it  was  diag- 
nosed bv  a  quality  mammogram. 

All  01  this  is  yet  another  graphic  illustration  of  how  the  health 
of  women  suffers  because  not  enough  research  attention  has  been 
dedicated  to  women's  health  needs.  Decisions  regarding  breast  can- 
cer detection  are  being  made  without  a  sound  basis  in  research. 

Our  other  difficulty  with  proposals  regarding  mammography  has 
to  do  with  reimbursement.  Currently  there  is  discussion  that  the 
Clinton  plan  will  expand  full  reimbursement  for  mammograms  for 
high  risk  women,  if  the  mammogram  is  recommended  by  tneir  phy- 
sician. 

But  only  30  percent  of  women  who  are  diagnosed  with  breast 
cancer  have  any  indications  of  high  risk.  Do  we  want  to  send  the 
wrong  signal  to  over  70  percent  of  women  that  mammograms  are 
not  necessary?  In  fact,  as  this  epidemic  continues  to  strike  this  Na- 
tion, only  family  history  and  age  have  emerged  as  truly  significant 
risk  factors,  all  others  are  only  marginal.  Nearly  all  women  carry 
some  risk  for  this  disease.  How  will  their  breast  cancer  be  de- 
tected? Will  it  be  too  late? 

It  is  likely  that  only  highly  motivated  women  will  be  assertive 
enough  with  their  doctors  to  insist  on  receiving  a  mammogram. 
Mammograms  will  be  available  for  other  women,  if  recommended 
by  their  doctor,  but  the  women  will  have  to  pay  part  of  the  cost. 
What  will  the  result  be  for  poor  women? 

In  conclusion,  this  debate  on  these  guidelines  has  made  it  pain- 
fully clear  that  we  lack  a  good  means  of  early  detection  of  breast 
cancer.  As  we  all  work  together  on  this  particular  aspect  of  the 
Clinton  plan,  screening  once  a  year  or  every  2  years,  what  age,  et 
cetera,  we  cannot  afford  to  lose  sight  of  the  bigger  question:  How 
can  we  marshal  our  resources  to  look  for  new  methods  of  detection 
and  discover  a  cure.  Since  we  could  not  know  what  causes  breast 
cancer  or  what  to  do  to  prevent  it,  there  is  very  little  a  woman  can 
do,  and  that  is  the  message.  As  this  message  is  heard,  we  believe 
that  a  larger  group  of  women  will  join  the  chorus  of  women  who 
are  already  demanding  change. 

This  Monday,  the  National  Breast  Cancer  Coalition  will  deliver 
to  President  Clinton  more  than  2.6  million  signatures  representing 
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the  women  diagnosed  with  breast  cancer  in  our  country.  With  these 
petitions,  we  are  asking  him  to  direct  a  national  strategy  to  find 
the  cause  of  and  a  cure  for  th  :s  deadly  epidemic.  A  part  of  the  na- 
tional strategy  will  be  focused  on  discovering  new  means  for  early 
detection  for  women  of  all  ages.  So  we  implore  the  members  of  the 
subcommittee  and  the  public  as  we  try  to  determine  the  best  guide- 
lines for  mammograms  to  be  aware  of  mammography's  very  serious 
limitation  and  that  we  redouble  our  efforts  to  find  much  better 
means  of  detection,  but  more  importantly,  find  the  cause  and  the 
cure  for  this  dreaded  disease. 

The  rapidly  increasing  numbers  of  women  diagnosed  with  breast 
cancer  are  truly  frightening.  We  must  intervene  to  stop  this  deadly 
epidemic.  We  need  your  help.  Thank  you  very  much. 

[The  prepared  statement  of  Ms.  Zintak  follows:] 
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P.O.  Box  66373 
Washington,  DC  20035 
(202)  296-7477 


TESTIMONY  OF  HELENS  ZINTAK 
NATIONAL  BREAST  CANCER  COALITION 
to  the 
HUMAN  RESOURCES  AND  INTERGOVERNMENTAL  RELATIONS  SUBCOMMITTEE 

October  15,  1993 


Good  afternoon.  I  want  to  thank  you  Representative  Towns  and  the  Subcommittee 
on  Human  Resources  and  Intergovernmental  Relations  for  holding  this  important  hearing 
on  the  Health  Benefits  package  as  it  relates  to  women's  health  and  for  inviting  me  to 
represent  the  issue  of  breast  cancer  and  the  National  Breast  Cancer  Coalition. 

I  am  Helene  Zintak,  a  founding  Board  Member  of  the  National  Breast  Cancer 
Coalition  (NBCC).  I  am  pleased  to  have  the  opportunity  to  share  with  you  our  thoughts 
on  the  implications  for  breast  cancer  patients  and  survivors  of  the  Clinton  health  plan  and 
mammography  standards  in  particular. 
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First  I  would  like  to  take  a  few  moments  to  describe  to  you  the  organization  I 
represent.  The  National  Breast  Cancer  Coalition  is  a  grassroots  organization  conceived 
in  January  1991 .  Since  that  time,  the  Coalition  has  grown  to  more  than  250  organizations 
which  represent  thousands  of  patients,  their  physicians,  and  families  and  friends  whose 
primary  focus  is  the  eradication  of  the  breast  cancer. 

Since  1960,  more  than  950,000  U.S.  women  have  died  of  breast  cancer:  this 
staggering  number  is  more  than  2  times  the  number  of  Americans  who  died  in  WW!, 
WWII,  the  Korean,  Vietnam  &  Persian  Gulf  Wars  combined.  46,000  will  die  this  year.  A 
disproportionate  number  of  these  deaths  will  occur  among  women  of  low  income,  who 
belong  to  a  minority  group,  and  who  are  underinsured  and  uninsured.  Too  few  women 
have  access  to  high  quality  care.  In  breast  cancer  research,  there  has  been  little 
progress  in  methods  of  detection  and  treatment  over  the  past  twenty  years. 

Our  coalition's  goals  are  (1)  to  increase  the  funding  for  breast  cancer  research  with 
an  emphasis  on  finding  the  cause  of  and  a  cure  for  this  insidious  disease;  (2)  to  make 
certain  that  aii  women  have  access  to  the  quality  care  and  treatment  and  (3)  to  increase 
the  influence  of  women  with  breast  cancer  in  the  decision  making  that  affects  their  lives. 

Today  I  want  to  address  some  of  the  broader  implications  for  women  with  breast 
cancer  if  the  Clinton  plan  is  implemented  and  specifically  to  discuss  with  you  the  issue 
of  mammography  and  early  detection. 
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As  I  just  said,  we  are  strongly  committed  to  the  goal  that  all  women  regardless  of 
economic  means  have  access  to  early  detection  and  state-of-the-art  treatment.  From  this 
perspective,  there  are  many  positive  aspects  of  Clinton's  health  care  plan. 

The  Clinton  plan  provides  health  care  for  all  regardless  of  employment,  health  or 
marital  status.  This  is  critical  for  women  with  breast  cancer  and  their  families;  they  will  not 
be  locked  in  jobs  only  to  maintain  health  insurance  or  lose  their  health  benefits  if  they  lose 
their  jobs.  Also  employers  will  not  be  afraid  to  hire  them  because  of  the  high  cost  of 
insurance. 

Pre-existing  conditions  will  no  longer  prevent  anyone  from  receiving  health  care 
coverage.  We  will  no  longer  see  the  travesty  of  breast  cancer  patients  being  denied 
health  insurance  coverage  because  of  the  very  fact  of  their  disease. 

The  Clinton  plan,  if  implemented,  will  also  guarantee  that  everyone  would  have 
access  to  quality  care  regardless  of  economic  status.  Currently,  women  who  are 
uninsured  can  wait  long  periods  of  time  for  treatment  of  breast  cancer;  their  chance  of 
survival  diminishes  as  their  wait  increases.  The  data  from  the  African-American 
community  makes  this  point  in  very  stark  terms.  Although  fewer  African-American  women 
are  diagnosed  with  breast  cancer,  a  larger  percent  die  from  this  disease.  We  believe  that 
the  failure  of  the  health  care  system  to  afford  early  detection  and  state-of-the-art  treatment 
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to  underserved  women  is  the  major  reason  that  African-American  women  die  in 
disproportionate  numbers  from  this  horrible  illness. 

Finally,  the  Clinton  plan  is  positive  for  breast  cancer  patients,  because  it  includes 
coverage  of  medically  appropriate  care  when  it  is  provided  as  part  of  an  approved  clinical 
trial.  Right  now,  many  insurance  policies  do  not  cover  these  costs  --  thereby  limiting  the 
participation  in  potentially  life-saving  clinical  trials  to  women  who  can  afford  to  pay  these 
sizeable  expenses  out-of-pocket. 

Now  -  our  specific  concerns  about  mammography.  First,  I  want  to  applaud  the 
Administration  for  including  screening  mammograms  in  the  benefits  package.  As  you 
know,  many  insurance  companies  now  do  not  reimburse  for  screening  at  any  age  or  at 
any  frequency.  The  inclusion,  even  if  limited,  is  a  very  positive  step  in  the  right  direction. 

But,  as  you  know,  strong  concern  has  been  raised  from  women's  health  advocates 
and  from  women  Members  of  Congress  about  the  health  plan's  proposed  limitations  on 
coverage  of  mammography  -  the  Administration  proposes  to  limit  coverage  because 
there  are  very  real  questions  about  the  efficacy  of  screening  mammograms  for  women 
of  different  ages  and  for  screening  at  different  intervals. 

It  is  the  assessment  of  the  NBCC  that  we  simply  do  not  have  enough  scientific 
data  to  make  a  decision  to  limit  availability  of  these  tests.  The  scientific  data  did  not  exist 
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to  justify  the  current  guidelines  when  they  were  created;  today  we  believe  there  is  a  lack 
of  scientific  data  to  change  these  guidelines. 

Therefore,  the  NBCC  strongly  recommends  a  dual  strategy:  first,  immediate  launch 
of  a  nationwide  system  of  randomized  clinical  trials  of  various  screening  mechanisms  to 
answer  these  critical  questions;  and  second,  until  we  have  the  results  from  that  trial, 
maintain  current  mammography  guidelines  without  any  change.  I  know  that  you  will 
agree  that  the  worst  thing  for  women  is  confusion  and  mixed  signals.  Confusion  will  lead 
to  inaction  --  and  inaction  will  lead  to  more  deaths. 

But  there  may  be  a  silver  lining  created  by  all  this  ruckus  about  mammography, 
its  efficacy  and  frequency,  as  well  as  of  its  coverage.  Public  policymakers  are  becoming 
painfully  aware  of  the  inadequacy  of  mammography  as  a  screening  technique.  For  the 
past  ten  years,  mammograms  have  been  incorrectly  referred  to  as  prevention,  even  by 
people  who  should  know  better.  This  has  led  to  a  false  sense  of  security. 
Mammography  will  not  prevent  breast  cancer  --  it  is  a  diagnostic  tool  that  may  prevent 
mortality  in  some  cases  when  followed  by  appropriate  treatment.  If  the  data  cited  by  the 
Clinton  administration  is  correct  --  that  mammograms  for  women  under  age  50  are  not 
efficacious  --  then  what  is  available  for  these  women?  Breast  cancer  is  the  leading  cause 
of  death  for  women  ages  35-  52.  What  do  we  tell  these  women  to  do?  Hope?  Pray? 
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Our  public  education  campaigns  in  recent  years  have  lulled  women  into  a  false 
sense  of  security:    if  they  get  their  mammogram,  there  is   90%  "cure"  rate.    The  data 
actually  is  that  there  is  a  90%  five  year  survival  rate,  but  the  women  are  not  necessarily 
cured. 

Apparently  now  we  are  altering  our  message.  We  are  telling  women  under  50  that 
mammograms  are  not  efficacious  --  And  we  are  telling  older  women  that  screening  every 
two  years  is  okay.  What  are  we  tetling  the  46,000  women  who  are  going  to  die  this  year? 
What  should  they  have  done?  could  have  done? 

The  NBCC  has  urged  for  the  past  three  years  that  we  need  better  screening 
techniques— We  need  a  blood  test!  We  need  to  identify  early  markers!  For  some  women, 
their  breast  cancer  has  existed  for  7  years  and  more  before  it  is  detected  by  a  good 
quality  mammogram. 

All  of  this  is  yet  another  graphic  illustration  of  how  the  health  of  women  suffers 
because  not  enough  research  attention  has  been  dedicated  to  women's  health  needs. 
Decisions  regarding  breast  cancer  detection  are  being  made  without  a  sound  basis  in 
research. 

Our  other  difficulty  with  proposals  regarding  mammography  has  to  do  with 
reimbursement.     Currently  there  is  discussion  that  the  Clinton  plan  will  expand  full 
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reimbursement   for   mammograms   for   high   risk   women,    if  the   mammogram   is 
recommended  by  their  physician. 

But  only  30%  of  women  who  are  diagnosed  with  breast  cancer  have  any 
indications  of  high  risl<.  Do  we  want  to  send  the  wrong  signal  to  the  other  70%  that 
mammograms  are  not  necessary?  In  fact,  as  this  epidemic  continues  to  rage  through  this 
nation,  only  family  history  and  age  have  emerged  as  truly  significant  risk  factors  --  all 
others  are  only  marginal.  Nearly  ail  women  carry  some  risk  for  this  disease.  How  will 
their  breast  cancer  be  detected— will  it  be  too  late? 

It  is  likely  that  only  highly  motivated  women  will  be  assertive  enough  with  their 
doctors  to  insist  on  receiving  a  mammogram.  Mammograms  will  be  available  for  other 
women,  if  recommended  by  their  doctor,  but  the  women  will  have  to  pay  part  of  the  cost. 
What  will  be  the  result  for  poor  women? 

In  conclusion,  this  debate  on  these  guidelines  has  made  it  painfully  clear  we  lack 
a  good  means  of  early  detection  of  breast  cancer.  As  we  all  work  together  on  this 
particular  aspect  of  the  Clinton  plan  --  screening  once  a  year  or  every  two  years,  what 
age,  etc.  --  we  cannot  afford  to  lose  sight  of  the  bigger  question:  how  can  we  marshall 
our  resources  to  look  for  new  methods  of  detection?  discover  the  causes?  find  a  cure? 

Since  we  do  not  know  what  causes  breast  cancer  or  what  to  do  to  prevent  it,  there 
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is  very  little  a  woman  can  do.  And,  THAT  is  the  message. 

As  this  message  is  heard,  we  believe  that  a  larger  group  of  women  will  join  the 
chorus  of  women  who  are  already  demanding  change. 

This  Monday,  the  NBCC  will  deliver  to  President  Clinton  more  than  2.6  millions 
signatures  representing  the  women  diagnosed  with  breast  cancer  in  our  country.  With 
these  petitions,  we  are  asking  him  to  direct  a  national  strategy  to  find  the  cause  of  and 
the  cure  for  this  deadly  epidemic.  A  part  of  the  national  strategy  will  be  focused  on 
discovering  new  means  for  very  early  detection  for  women  of  all  ages.  So  we  implore 
the  Members  of  the  Committee  and  the  public  as  we  try  to  determine  the  best  guidelines 
for  mammograms  to  be  aware  of  their  very  serious  limitations  and  that  we  redouble  our 
efforts  to  find  much  better  means  of  detection,  but  more  importantly  find  the  cause  and 
cure  of  this  dread  disease  in  our  lifetime. 

The  rapidly  increasing  numbers  of  women  diagnosed  with  breast  cancer  are  truly 
frightening.  We  must  intervene  to  stop  this  deadly  epidemic.  We  need  your  help.  Thank 
you  again  for  the  opportunity  to  testify. 
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Mr.  Towns.  Let  me  thank  all  of  you  for  your  testimony.  The 
magnitude  of  the  problems  that  we  are  facing  as  we  begin  to  look 
at  the  proposal  are  striking.  This  is  probably  the  most  revolution- 
ary piece  of  legislation  that  the  Congress  will  entertain.  I  think  it 
is  bigger  than  Social  Security;  bigger  than  an3^hing  we  have  prob- 
ably dealt  with.  I  know  it  is  bigger  than  anj4,hing  I  nave  dealt  with 
since  I  have  been  here.  It  is  going  to  require  a  lot  of  work  and  a 
lot  of  questions  will  have  to  be  raised  in  order  to  get  the  answers 
to  make  certain  that  we  are  moving  in  the  right  direction. 

As  you  mentioned,  a  definition  of  high  risk  will  have  to  be  estab- 
lished so  everybody  feels  comfortable  with  it,  because  as  I  listened 
to  the  witnesses  earlier,  the  medical  professionals  as  they  talked, 
and  I  listen  to  you,  I  am  not  sure  that  we  know  what  a  definition 
of  high  risk  is.  Is  anyone  prepared  to  give  me  a  definition  of  high 
risk? 

Ms.  ZiNTAK.  I  think  that  what  needs  to  be  kept  in  mind  is  that 
the  majority  of  women  diagnosed  with  breast  cancer  are  not  at 
high  risk.  Family  history  and  age  are  two  of  the  things  that  they 
can  definitely  pinpoint  as  risk  factors.  But  that  leaves  a  very  large 
number  of  women  who  aren't  being  considered,  or  are  not  a  prior- 
ity. 

Mr.  Towns.  Any  other  comments  on  that?  Let  me  ask  the  ques- 
tion this  way.  Let  me  switch  seats  with  you.  I  have  been  in  the 
Congress  11  years,  I  chair  this  subcommittee,  I  am  on  the  health 
committee.  Why  don't  I  just  switch  positions  with  you  right  now. 
You  are  now  me,  a  Member  of  Congress.  What  would  you  do? 

Ms.  Brown.  My  definition  of  high  risk,  is  women  who  have 
breasts.  If  you  have  breasts,  you  are  at  risk  for  breast  cancer, 

I  am  considered  a  high  risk  woman  because  I  have  such  a  strong 
family  history:  A  grandmother,  a  great  grandmother,  a  mother,  and 
three  sisters  who  were  all  treated  for  breast  cancer.  But  I  also  con- 
sider myself  very  fortunate  because  I  know  I  am  considered  at  risk. 
There  are  so  many  women  who  have  been  treated  for  breast  cancer 
who  never  knew  about  the  disease,  and  most  of  the  women  who  are 
affiliated  with  my  organization  are  women  under  the  age  of  50, 
some  under  the  age  of  40,  who  have  no  risk  factors  and  have  breast 
cancer.  They  are  African  American  women.  We  don't  know  if  our 
biology  is  different  than  white  women. 

We  talked  about  all  of  the  studies  that  have  been  done  on  Euro- 
pean women.  We  are  not  European,  nor  are  we  of  European  ex- 
tract. So  we  consider  ourselves  to  be  high  risk  because  there  are 
no  studies  available  about  our  biology. 

Ms.  Pearson.  Mr.  Towns,  to  answer  your  question,  if  we  were 
Members  of  Congress,  I  think  I  can  say  for  the  National  Women's 
Health  Network,  we  would  be  looking  for  a  proposal  that  guaran- 
teed coverage  to  everyone,  that  didn't  put  financial  barriers  in  the 
way  of  coverage,  that  gave  flexibility  to  acknowledge  the  different 
needs  of  women  and  of  people  of  color,  communities  who  might 
want  to  seek  out  different  types  of  providers  who  are  more  respect- 
ful of  them  and  their  needs,  and  that  encouraged  prevention  and 
detection  techniques  that  balanced  between  having  been  studied 
well  enough  to  have  proven  effectiveness,  and  being  offered  in  a 
flexible  enough  way  that  it  met  the  variety  of  needs  of  women  who 
come  from  different  socioeconomic  backgrounds  and  different  risk 
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backgrounds.  We  would  probably  be  having  just  as  hard  a  time  as 
you  are  if  we  were  Members  of  Congress. 

Ms.  Ness.  Congressman,  I  think  I  would  also  point  out  that  this 
whole  discussion  highlights  how  little  we  know  about  this  set  of 
health  issues,  and  that  gets  back  to  a  point  that  was  raised  by  a 
number  of  witnesses  that  there  has  been  an  appalling  lack  of  re- 
search and  attention  to  women's  health  issues  for  decades  now,  and 
we  are  just  beginning  to  reverse  that. 

So  one  of  the  things  that  is  very  helpful  is  to  keep  the  momen- 
tum going  and  strive  for  more  information,  do  the  kind  of  research 
that  would  give  us  the  answers.  I  think  the  statistics  are  some- 
thing like  only  30  percent  of  women  who  fall  in  those  high  risk  cat- 
egories are  actually  part  of  the  pool  that  get  breast  cancer.  The 
other  70  percent  never  fall  into  those  high-risk  categories  but  they 
get  breast  cancer.  It  shows  how  little  we  Know. 

So  I  would  urge  us  to  pay  attention  to  making  sure  right  now 
women  get  the  best  possible  preventive  services  that  they  can  that 
we  know  about  at  this  point  in  time,  and  at  the  same  time  keep 
pushing  on  the  front  of  increased  money  for  research  so  we  can  get 
answers  to  these  questions. 

Ms.  Newbille.  Mr.  Chairman,  I  would  suggest  that  additionally 
in  terms  of  definition,  that  being  black,  female,  and  poor  in  Amer- 
ica is  something  that  needs  to  be  looked  at  from  our  perspective. 
The  statistics  certainly  bear  out  the  fact  that  for  black  women  be- 
tween 15  and  54,  breast  cancer,  for  example,  is  a  leading  cause  of 
death,  and  one  of  the  causes  of  death  for  black  women  under  50. 
Also  a  high  cause  of  death  for  that  population. 

I  think  that  adequate  research  has  not  been  done  to  further  in- 
vestigate for  black  women  the  issues  of  cancer.  But  I  think  that 
given  what  we  do  know,  what  we  know  about  the  incidence,  what 
we  know  about  mortality,  what  we  know  about  this  being  a  leading 
cause  of  death,  that  that  bears  for  us  some  inclusion  in  the  defini- 
tion of  risk. 

I  think  that  while  it  is  not  the  subject  of  this  particular  sub- 
committee meeting,  I  think  poverty  is  an  issue  we  have  to  look  at. 
We  have  to  understand  something  about  dumping  toxic  waste  in 
poor  black — and  other  people  of  color  communities,  and  then  look- 
ing at  what  kind  of  cancer  rates  follow  that  kind  of  situation.  So 
certainly  poverty,  certainly  being  black,  certainly  being  female  in 
America,  and  certainly  looking  at  specific  age  ranges  would  also  be 
issues  that  we  would  want  to  have  considered  in  a  definition  of 
risk. 

Mr.  Towns.  OK 

Ms.  Brown.  I  just  wanted  to  comment  about  sitting  in  your  seat. 
In  terms  of  research,  I  serve  on  the  National  Cancer  Advisory 
Board  and  we  consider  a  lot  of  research  proposals.  Most  of  them 
look  the  same.  Most  of  the  ones  that  get  funded  look  the  same.  We 
don't  fund  new  researchers  because  they  have  no  track  record. 
They  have  no  track  record  because  nobody  funds  them.  You  know, 
it  is  a  catch-22  situation.  Some  of  them  have  some  very  novel  ideas. 
I  have  often  begged  the  NCI  to  set  up  a  pool  of  funds  to  just — 
maybe  we  are  just  giving  money  away,  maybe  nothing  will  come  of 
it,  but  we  have  been  conducting  research  around  this  issue  for 
many  years,  and  we  have  no  cure,  we  don't  know  what  causes  the 


122 

disease,  we  aren't  close  to  finding  what  causes  the  disease  as  far 
as  I  know.  And  I  think  that  we  need  to  start  to  look  at  how  the 
research  is  funded.  I  think  there  is  a  cottage  industry  that  has 

frown  up  around  research,  and  I  am  very  concerned  about  the 
inds  of  projects  we  are  funding. 

Mr.  Towns.  You  know,  I  must  admit  that  that  is  a  real  concern 
because  even  in  the  areas  that  we  do  know  work,  for  some  reason 
or  another  we  don't  give  it  the  kind  of  support  we  should  give  it. 
We  know  that  diet  plays  a  part  in  causing  and  preventing  cancer, 
but,  for  some  reason  or  another  we  don't  spend  very  much  time  in 
getting  that  information  out  to  the  public.  So  I  agree  with  you.  I 
think  we  need  to  take  a  look  at  what  we  know  works  and  be  sup- 
portive of  it,  but  at  the  same  time,  not  continuing  just  doing  re- 
search. We  need  to  stop  going  down  the  same  road  all  the  time  and 
do  some  things  differently.  I  agree  with  you. 

Let  me  just  thank  all  of  you  for  your  testimony.  You  have  been 
extremely  helpful  to  us  in  so  many  ways.  So  thanks  again  for  your 
time,  and  I  am  certain  that  as  we  move  forward  we  will  be  calling 
on  you  as  we  try  to  formulate  a  package  that  is  going  to  be  the 
kind  of  package  that  we  feel  will  protect  every  woman  in  America. 

Thank  you  for  your  assistance  in  helping  us  to  arrive  at  that 
point.  Thank  you  again  for  your  testimony. 

May  I  just  also  add  that  the  record  will  be  open  until  the  close 
of  business  on  Tuesday. 

At  this  time  let  me  conclude  the  hearing  and  the  record  will  be 
open  until  Tuesday. 

[Whereupon,  at  3:45  p.m.,  the  subcommittee  adjourned,  to  recon- 
vene subject  to  the  call  of  the  Chair.] 
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Testimony 

of 

Linda  Frame,  Director  of  Education 

The  Susan  G.  Komen  Breast  Cancer  Foundation 


Mr.  Chairman,  I  am  Linda  Frame,  Director  of  Education  of 
The  Susan  G.  Komen  Breast  Cancer  Foundation,  headquartered  in 
Dallas,  Texas.   The  Komen  Foundation  applauds  the  Subcommittee 
for  holding  this  hearing  to  discuss  mammography,  during  this 
National  Breast  Cancer  Awareness  month. 

The  mission  of  The  Susan  G.  Komen  Breast  Cancer  Foundation 
which  is  to  eradicate  breast  cancer  as  a  life  threatening  disease 
by  advancing  research,  education,  screening  and  treatment. 

The  Subcommittee  on  Human  Resources  and  Intergovernmental 
Relations  of  the  House  Committee  on  Government  Operations  has 
asked  us  to  discuss  the  importance  of  breast  and  cervical  cancer 
screenings  for  women  and  the  implications  for  women's  health 
should  the  Clinton  Health  plan  be  implemented  in  its  current 
form. 

Komen  and  Its  Education  Mission 

Nancy  Drinker,  founded  the  Foundation  in  1982  in  memory  of 
her  sister,  Susan  G.  Komen,  who  died  of  breast  cancer  at  age 
36.   Since  then,  the  Komen  Foundation  has  grown  into  a  thriving, 
vertically-integrated,  volunteer-driven  organization  that  works 
actively  at  the  national,  state  and  local  levels  to  eradicate 
breast  cancer  as  a  life-threatening  disease.   The  Komen 
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Foundation  is  a  national  network  of  volunteers  working  through 
local  chapters  and  RACE  FOR  THE  CURE  events  in  40  cities, 
representing  24  states  and  the  District  of  Columbia.   With  over 
$19  million  raised  since  its  inception,  the  Komen  Foundation  is 
one  of  the  largest  private  foundations  funding  breast  cancer 
research,  education,  screening  and  treatment  efforts. 

The  Komen  Foundation  works  cooperatively  with  other  cancer 
groups  to  secure  substantial  increases  in  federal  funds  for 
breast  cancer  research  and  screening.   We  also  have  played  major 
roles  in  the  enactment  of  the  Mammography  Quality  Standards  Act 
of  1992  and  in  the  funding  of  its  implementation  for  1993  and 
oeyond. 

In  addition  to  supporting  a  balanced  program  of  breast 
cancer  research  and  much  greater  emphasis  on  screening  for 
detection  of  the  disease,  the  Komen  Foundation  concentrates  on 
programs  to  promote  better  education  and  awareness  of  self- 
examination,  detection  and  treatment  options.   Central  to  our 
program  is  our  commitment  to  meet  the  needs  of  the  underserved, 
minorities,  and  those  least  able  to  access  health  care.   Through 
a  variety  of  community-based  efforts,  the  Komen  Foundation  works 
to  eliminate  barriers  —  whether  financial,  institutional, 
cultural  or  a  combination  of  all  of  these  and  more.   The 
Foundation's  particular  strength  is  its  ability  to  create 
coalitions  of  health  care  facilities  and  providers, 
private/public  partnerships,  and  volunteer-staffed  model  programs 
to  provide  the  education  and  awareness  activities  that  improve 
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access  to  care  for  breast  health  for  all  women.   The  most 
important  outreach  efforts  of  the  Komen  Foundation  are  described 
briefly  below. 

National  Helpline 

The  Komen  Foundation's  national  helpline  (1-800-1 'M  AWARE) 
is  a  very  successful  program  which  uses  trained  volunteers  to 
assist  callers  with  breast  health  and  breast  cancer  issues  and 
related  concerns.   Caller  volume  peaks  dramatically  whenever 
local  or  national  programs  or  events  focused  on  breast  health  and 
breast  cancer  issues  are  brought  to  the  general  public's 
attention.   Since  going  on-line  in  1989,  the  hotline's  volume  of 
calls  has  increased  from  200  per  month  to  approximately  1200  per 
month.   These  numbers  reflect  an  increasing  need  for  general  and 
specific  health  and  disease  information,  local  and  regional 
resources,  and  available  and  affordable  services  —  whether  the 
need  is  for  a  screening  mammogram,  diagnosis,  treatment  or 
support . 

RACE  FOR  THE  CURE  Series 

Key  to  the  Komen  Foundation's  phenomenal  growth  in  recent 
years  is  its  highly  successful  RACE  FOR  THE  CURE  series  of 
5K/lmile  race  walks  throughout  the  United  States.   Since  the 
first  RACE  in  Dallas  in  1983,  the  series  has  ballooned  to  RACES 
in  35  cities  across  the  country  with  an  expected  125,000 
participants  in  1993.   We  expect  the  number  to  approach  50  RACES 
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in  1994. 

The  Komen  Foundation  requires,  as  a  precondition  for 
approval  as  a  RACE  city,  that  the  applicant  build  a  coalition  of 
hospitals  and  other  health  care  providers.   Not  only  are  these 
health  care  providers  required  to  participate  in  conducting  the 
RACE,  but  afterwards  they  must  assist  in  cooperative  efforts  to 
provide  screening,  referrals  and  treatment  to  underserved 
women.   From  each  RACE,  25%  of  the  proceeds  fund  national 
research  grants,  and  75%  of  the  money  remains  in  the  RACE  city 
for  various  local  projects.   Generally  the  projects  involve 
screening,  bilingual  and  minority  outreach,  hospital  programs 
such  as  "patient  navigators"  to  help  underserved  women  through 
the  diagnosis  screening,  and  treatment  processes,  and  other 
efforts  to  bridge  the  gap  between  detection  and  treatment  of 
breast  cancer. 

Highlighted  below  are  a  few  of  the  local  programs  funded  by 
RACE  FOR  THE  CURE  proceeds  to  illustrate  what  public  and  private 
partnership  can  achieve  in  the  area  of  breast  cancer  control. 


The  RACE  in  Decatur,  Illinois  has  funded  a  no-cost 
screening  mammography  program  for  the  medically 
underserved.   This  community  program  offers  a  wide 
range  of  services  to  include  individual  education 
instruction,  clinical  breast  exams  by  RNs , 
transportation,  and  child  care. 

The  RACE  in  Orange  County,  California  funds  a  similar 
program  to  target  English,  Spanish,  and  Vietnamese 
women  of  limited  resources  and  senior  women. 

In  Aspen,  Colorado,  the  Komen  Chapter  and  RACE  FOR  THE 
CURE  there  have  provided  monies  for  bilingual 
educational  printed  materials,  mammography  and 
ultrasound  equipment  for  local  facilities,  and 
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mammograms  for  the  medically  underserved. 

•  The  Vermont  RACE  FOR  THE  CURE  is  working  cooperatively 
with  the  Vermont  Department  of  Health  to  develop  a 
procedure  for  certified  mammography  centers  to  apply 
and  receive  funds  available  for  screening  low  income 
and  uninsured  women. 

•  The  Philadelphia,  Pennsylvania  RACE  funds  a  program 
directed  towards  low-income  Latino  women  and  will  be 
carried  out  by  a  non-profit,  community-based  agency 
whose  stated  purpose  is  to  promote  the  health  and 
welfare  of  Puerto  Rican  and  other  Latino  residents  of 
Philadelphia. 

Through  Komen's  efforts  across  the  country,  people  are 
working  tirelessly  to  reach  targeted  populations  within  their  own 
communities  through  mobile  mammography  services  and  educational  pro- 
grams offered  at  local  churches  and  community  centers.   In  each 
of  the  RACE  cities,  it  has  been  the  cooperation  of  the  public  and 
private  sectors  that  have  made  these  programs  successful. 


Leadership  Summits  on  Breast  Cancer 

Since  1989  the  Komen  Foundation  and  the  National  Cancer 
Institute  (NCI)  have  co-sponsored  Leadership  Summits  on  Breast 
Cancer  nationwide.   These  Summits  promote  public/private 
partnership  and  encourage  community-based  and  regional  programs 
for  awareness,  screening,  and  treatment  of  breast  cancer. 

I  would  like  to  mention  a  few  examples  of  the  many  positive 
results  of  the  Leadership  Summits  on  Breast  Cancer.   First, 
Breast  Cancer  Task  Forces  have  been  established  in  Michigan  and 
North  Carolina.   These  states  are  now  actively  planning  breast 
education  and  screening  programs  specifically  targeting  major 
groups  of  women  in  the  community  and  workplace.   Second,  Summit 
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participants  from  the  University  of  Miami  (which  employs  1400 
women  over  age  40)  later  initiated  a  program  offering  a  free 
mammogram  to  any  employee.   Third,  CancerCare,  a  sponsor  of  the 
New  York  Summit,  provided  a  series  of  health  education  programs 
for  the  prison  system  of  New  York  City. 

As  so  many  positive  programs  have  emanated  from  the  Summit 
series  in  the  past,  the  Komen  Foundation  just  recently  announced 
a  new  series  of  Leadership  Summits  for  the  coming  year. 

Biennial  Symposium  on  Minorities  and  Cancer 

Earlier  this  year,  the  Komen  Foundation  co-sponsored  The 
Fourth  Biennial  Symposium  on  Minorities,  the  Medically 
Underserved  and  Cancer,  held  in  April  in  Houston,  Texas.   The 
Symposium  focused  on  health  care  access,  including  lack  of 
insurance,  language  barriers,  location  of  health  facilities  and 
issues  of  employability  when  diagnosed  with  a  catastrophic 
illness.   Participants  included  public  and  private  sector  groups 
and  individuals.   A  fabulous  keynote  speaker  was  Surgeon  General 
Designate,  Joycelyn  Elders,   Other  federal  officials  appeared 
from  NCI  and  the  Centers  for  Disease  Control  and  Prevention 
(CDC).   The  majority  of  the  participants,  however,  were  diverse 
groups  of  health  care  providers,  patient  advocates, 
representatives  of  health  care  related  businesses,  educators,  and 
members  of  groups  traditionally  lacking  access. 
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Centers  for  Disease  Control  and  Prevention 

The  CDC s  Symposium  presentation  on  its  Breast  and  Cervical 
Cancer  Screening  Program  emphasized  the  need  to  expand  access  to 
the  medically  underserved.   CDC  stressed  the  importance  of 
coordinating  its  screening  program  with  community-based  efforts 
by  providers  and  private  organizations  like  the  Komen  Foundation, 
to  help  fund  education/awareness  programs,  and  underwrite 
diagnostic  treatment  and  other  services  which  aid  patients  as 
they  navigate  a  sometimes  bewildering  health  care  system. 

While  screening  cannot  prevent  breast  cancer,  detecting  the 
disease  in  its  earliest,  most  treatable  stage  can  significantly 
reduce  suffering  and  death.   Prior  to  the  enactment  of  the  Breast 
and  Cervical  Cancer  Act  of  1990,  only  four  states  received 
screening  funds.   Since  1990,  the  CDC ' s  National  Breast  and 
Cervical  Cancer  Early  Detection  Program  has  been  the  primary 
mechanism  in  selected  states  to  funnel  federal  funding,  matched 
by  state  funds,  to  support  state  health  departments'  screening 
efforts  in  those  states. 

The  Komen  Foundation  lobbied  successfully  this  year  to 
convince  the  Congress  to  increase  the  authorization  from  $100 
million  to  $200  million  for  the  CDC ' s  Breast  and  Cervical  Cancer 
Screening  Program  for  Fiscal  Year  1994.   Komen  also  worked  hard 
to  persuade  the  Congress  to  match  those  levels  in 
appropriations.   We  are  pleased  that  the  Congress  has  approved 
$78  million  for  FY  1994,  so  that  at  least  24  states  will  have 
funding  for  a  comprehensive  screening  program  and  18  states  will 
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receive  grant  funds  to  plan  for  screening  programs. 

But  what  about  the  26  states  that  will  not  have  funding 
available  to  offer  screening  programs  targeted  to  the  medically 
underserved,  low  income  and  minority  women? 

The  Komen  Foundation  strongly  recommends  that  next  year  the 
Congress  provide  CDC  a  much  larger  increase  in  funding  so  that  it 
can  expand  its  screening  program  to  all  50  states.   Early 
detection  not  only  saves  lives,  it  saves  millions  of  dollars. 
This  latter  fact  must  be  kept  firmly  in  mind  as  the  Clinton 
Administration  and  Congress  make  decisions  on  the  health  care 
budgets  for  FY  1995  and  future  years. 

The  CDC  must  be  able  to  continue  building  a  nationwide 
infrastructure  as  the  conduit  for  breast  and  cervical  cancer 
awareness,  education  and  detection.   This  will  be  particularly 
important  when  health  care  reform  changes  the  terminology,  but 
not  the  needs,  of  those  least  able  to  provide  for  themselves  and 
their  families.   The  CDC ' s  infrastructure  built  today  will  be  the 
foundation  for  implementation  and  delivery  of  the  full  spectrum 
of  prevention  and  education  programs  in  the  future. 

Screening  Quality  Assurance 

Another  Komen  Foundation  recommendation  is  federal  and 
state  quality  assurance  for  breast  cancer  screening.   We  must 
ensure  consistent  high-quality  breast  cancer  screening  throughout 
the  entire  process  of  obtaining,  interpreting  and  reporting 
mammogram  results.   There  is  no  better  way  to  meet  this  objective 
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than  for  the  federal  government  to  implement  immediately  the 
Mammography  Quality  Standards  Act  of  1992.   The  successful 
implementation  of  this  Act  will  be  integral  to  the  effectiveness 
of  CDC's  breast  cancer  screening  programs  in  every  state  across 
the  United  States.   Screening  is  of  no  use,  and  actually  can  be 
tremendously  detrimental,  if  the  results  are  misread  by 
unqualified,  uncertified  technicians. 

Health  Care  Reform 

Komen  commends  the  Clinton  Administration's  leadership  in 
tackling  the  myriad  complex  and  challenging  issues  presented  by 
health  care  system  reform.   In  particular,  we  support  guaranteed 
access  to  health  care  for  every  American  and  inclusion  of  a 
comprehensive  minimum  benefit  package.   In  the  future,  women 
facing  breast  cancer  will  be  able  to  take  comfort  in  knowing  they 
will  enjoy  access  to  needed  hospital,  outpatient,  laboratory  and 
diagnostic  services,  prescription  drugs  and  biologicals,  and  the 
services  of  physicians  and  other  health  professionals,  as  well  as 
new  supports  for  home  health  care. 

While  the  Komen  Foundation  endorses  a  strong  preventive 
services  component  in  the  President's  plan,  we  are  very  concerned 
that  women  the  present  proposal  precludes  access  to  routine 
mammograms  until  a  woman  reaches  age  50.   We  think  it  is 
imperative  that  health  care  reform  includes  mammography  coverage 
for  women  40  to  50  years  of  age  until  further  studies  examine  the 
efficacy  of  screening  this  age  group.   No  definitive  study  is 
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currently  available,  although  we  understand  that  Britain  has  a 
significant  study  underway. 

If  women  under  50  have  access  to  routine  mammograms  only  in 
situations  indicating  need  for  diagnostic  mammograms  because  of 
known  risk  factors  or  symptoms,  the  "reform"  is  potentially  an 
enormous  step  backwards  for  the  health  status  of  American  women 
in  the  40-50  age  category.   Adequate  screening  must  be  available 
to  women  early  enough  to  detect  cancer  when  it  is  treatable.   The 
new  draft  federal  policies  on  mammography  (released  October  1, 
1993)  present  an  unconvincing  rationale  and  insufficient 
justification  to  change  the  current  NCI  screening  guidelines. 
Komen's  view  is  that  health  care  decisions  should  be  based 
strictly  on  clinical  data  without  undue  consideration  to  health 
economics. 

Screening  women  over  50  every  other  year,  as  is  recommended 
by  NCI,  may  well  miss  developing  breast  masses  and  delay 
detection,  and  thus  decrease  breast  treatment  options. 

We  have  limited  means  to  detect  and  treat  breast  cancer. 
Clearly,  the  earlier  a  mass  is  diagnosed,  the  more  treatment 
options  there  are  available,  greater  is  the  chance  for  the 
patient's  survival,  and  greater  are  the  cost  savings.   The 
qualify  of  life  for  a  women  with  breast  cancer  is  dependent  upon 
early  diagnosis  and  prompt  treatment. 

Changing  the  NCI  screening  guidelines  now  will  result  in 
great  confusion  —  which  makes  no  sense  in  the  midst  of  this 
epidemic.   Private  and  public  sector  efforts  alike  ^ver  the  past 
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decade  have  targeted  screening  and  early  detection  efforts 
particularly  at  women  age  40  and  older.   Sacrificing  the  small 
strides  forward  —  in  the  absence  of  solid  scientific  evidence  — 
is  shortsighted,  at  best. 

Based  on  our  preliminary  review  of  the  Clinton  health  care 
reform  proposals,  the  Komen  Foundation  has  these  recommendations: 

•  Before  federal  policies  on  mammography  are  revised, 
adequate  studies  must  be  undertaken  and  completed. 
Until  adequate  scientific  evidence  is  obtained,  the 
current  NCI  and  ACS  recommendation  that  women  receive 
annual  mammograms  starting  at  age  40  should  be 
retained.   Any  health  plan  passed  by  Congress  should 
include  this  coverage  in  the  standard  schedule  for 
clinical  prevention  guides. 

•  The  federal  government  must  continue  to  strengthen  its 
investment  in  breast  cancer  research.   We  strongly 
support  high  priority  research  on  the  development  of 
better  indicators  of  early  signs  of  the  disease, 
including  blood,  urine  and  other  tests  to  detect  early 
biologic  markers  of  breast  cancer. 

Conclusion 

The  Komen  Foundation  fully  recognizes  the  difficult 
decisions  that  the  Congress  faces  in  trying  to  reform  our  health 
care  system  and  make  it  function  within  the  severe  budget 
constraints  that  exist.   Such  constraints  make  critical  the  need 
to  invest  wisely  the  scarce  dollars  we  do  have. 

From  our  vantage  point,  we  have  seen  tremendous  benefits 
resulting  from  effective,  widespread  early  detection  efforts.   We 
believe  that  spending  money  near-term  on  education  and  screening 
will  save  money  and  lives  long-term.   Last  year  witnessed  the 
loss  of  46,000  women's  lives  to  breast  cancer  alone.   The 
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financial  impact  of  their  treatment,  lost  wages,  loss  to  their 
families  of  care  givers,  and  loss  to  our  economy  of  trained, 
productive  and  valuable  citizens  cannot  be  easily  dismissed. 

When  we  budget,  we  always  seem  to  have  the  funds  for  the 
items  we  put  first.   Surely  the  opportunity  to  save  significant 
numbers  of  lives,  reduce  the  ultimate  cost  in  dollars  as  well  as 
pain  and  suffering,  and  build  the  infrastructure  for  health  care 
for  the  future  must  be  at,  or  near,  the  top  of  our  list. 

Thank  you  for  your  time  and  attention,  and  for  considering 
the  lives  of  millions  of  women  and  their  loved  ones.   We  invite 
you  to  join  us  —  early  and  always  —  in  the  RACE  FOR  THE  CURE 
for  breast  cancer. 
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TESTIMONY  OF  BEVERLY  S.  BIDDLE,  M.H.A. 

LESBIAN  HEALTH  CLINIC  COORDINATOR 

WHITMAN-WALKER  CLINIC,  INC.,  WASHINGTON,  DC 

SUBMITTED  FOR  ENTRY  INTO  THE  RECORD  FOR  THE 

COMMITTEE  ON  GOVERNMENT  OPERATIONS 

SUBCOMMITTEE  ON  HUMAN  RESOURCES 

AND  INTERGOVERNMENTAL  RELATIONS 

OCTOBER  15.  1993 


I  WOULD  LIKE  TO  FIRST  THANK  CHAIRMAN  TOWNS  AND  THE  SUBCOMMITTEE  ON 
HUMAN  RESOURCES  AND  INTERGOVERNMENTAL  RELATIONS  FOR  THIS 
OPPORTUNITY  TO  SUBMIT  TESTIMONY  ON  COVERAGE  FOR  MAMMOGRAMS  AND 
PAP  TESTS  UNDER  THE  CLINTON  HEALTH  PLAN. 

I  AM  DOING  SO  ON  BEHALF  OF  LESBIAN  HEALTH  ACTIVISTS  WHO  WORK 
DILIGENTLY  TO  IMPROVE  ACCESS  TO  HEALTH  CARE  FOR  LESBIAN  AND  BISEXUAL 
WOMEN.  AS  COORDINATOR  OF  THE  LESBIAN  HEALTH  CLINIC  AT  WHITMAN- 
WALKER  CLINIC  HERE  IN  THE  DISTRICT  OF  COLUMBIA,  I  REPRESENT  A  GROUP  OF 
WOMEN  WHO  HAVE  BEEN  UNDERINSURED  AND  UNDERSERVED.  THE  WHITMAN- 
WALKER  CLINIC  IS  THE  NATION'S  LARGEST  AND  MOST  COMPREHENSIVE  GAY 
AND  LESBIAN  HEALTH  CARE  ORGANIZATION  PROVIDING  SERVICES  TO  THE 
METROPOLITAN  WASHINGTON  AREA.  MORE  SPECIFICALLY,  THE  LESBIAN  HEALTH 
CLINIC  PROVIDES  PRIMARY  GYNECOLOGICAL  CARE  FOR  LESBIANS  AND  BISEXUAL 
WOMEN  IN  AN  EFFORT  TO  EMPOWER  WOMEN  TO  BE  MORE  PROACTIVE  IN  THEIR 
OWN  HEALTH  CARE  AND  TO  ULTIMATELY  HAVE  BETTER  ACCESS  TO  HEALTH 
CARE  SERVICES. 
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WE  ARE  DEEPLY  CONCERNED  ABOUT  THE  ACCESS  OF  LESBIAN  AND  BISEXUAL 
WOMEN  TO  ADEQUATE  HEALTH  CARE  SERVICES,  PARTICULARLY  TO  BREAST 
AND  CERVICAL  CANCER  SCREENING.  THIS  IS  EVIDENCED  BY  OUR  PARTICIPATION 
AS  A  MEMBER  OF  THE  DC.  CANCER  CONSORTIUM  THROUGH  WHICH  WE  SCREEN 
LOW  INCOME  WOMEN  WHO  OTHERWISE  MIGHT  NOT  RECEIVE  THE  SERVICES 
NECESSARY  TO  ENSURE  EARLY  DETECTION  AND,  IF  NEEDED,  TREATMENT  OF 
BREAST  AND  CERVICAL  CANCERS. 

DR.  SUZANNE  HAYNES,  EPIDEMIOLOGIST  AND  CHIEF  OFTHE  HEALTH  EDUCATION 
SECTION  FOR  THE  NATIONAL  CANCER  INSTITUTE  HAS  ESTIMATED  THAT  THE 
LIFETIME  BREAST  CANCER  RISK  FOR  LESBIANS  OVER  50  MAY  BE  TWO  TO  THREE 
TIMES  HIGHER  THAN  AMONG  WOMEN  IN  THE  GENERAL  POPULATION.  THIS  IS 
DUE  TO  SEVERAL  FACTORS:  HIGHER  RATES  OF  NULLIPARITY  AMONG  LESBIANS 
(70%  OF  LESBIANS  HAVE  NOT  HAD  CHILDREN  BY  AGE  30),  HEAVY  ALCOHOL 
CONSUMPTION,  HIGH  PERCENTAGES  OF  BODY  FAT  (STATISTICS  SHOW  THAT 
HIGHER  BODY  FAT  CONTRIBUTES  TO  A  55%  GREATER  RISK  FOR  DEVELOPING 
BREAST  CANCER),  AND  IRREGULAR  MEDICAL  CARE  (LESBIANS  SEE  MEDICAL 
PROVIDERS  LESS  FREQUENTLY  THAN  DO  HETEROSEXUAL  WOMEN).  SEVERAL 
BARRIERS  KEEP  LESBIANS  FROM  ACCESSING  THE  CURRENT  AMERICAN  HEALTH 
CARE  SYSTEM.  THESE  INCLUDE  SOCIAL  AND  ECONOMIC  FACTORS  SUCH  AS  THE 
HOMOPHOBIA  AMONG  HEALTH  CARE  PROVIDERS  (ESPECIALLY  AMONG 
OBSTETRICIANS    AND   GYNECOLOGISTS),    PREVIOUS    NEGATIVE    EXPERIENCES 
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COMING  OUT  TO  THEIR  PROVIDERS,  MISINFORMATION  AMONG  PROVIDERS  AS 
WELL  AS  THE  GENERAL  PUBLIC  REGARDING  THE  IMPORTANCE  OF  PELVIC  EXAMS 
AND  PAP  SMEARS  FOR  LESBIANS,  LOWER  ECONOMIC  STATUS  OF  WOMEN,  AND 
LACK  OF  ACCESS  TO  A  PARTNER'S  HEALTH  INSURANCE  COVERAGE. 

AS  A  RESULT,  LESBIANS  OFTEN  DO  NOT  BENEFIT  FROM  EARLY  DETECTION  AND 
TREATMENT  FOR  BREAST  AND  CERVICAL  CANCER.  LESBIANS  ARE  NOT  GIVEN 
THE  SAME  INCENTIVES  TO  SEEK  REGULAR  GYNECOLOGICAL  CARE  AND 
MAMMOGRAMS.  WE  DON'T  HAVE  THE  SAME  CONCERNS,  FOR  THE  MOST  PART, 
REGARDING  UNWANTED  PREGNANCIES  AND  ARE  NOT  AT  THE  SAME  RISK  FOR 
CONTRACTING  CERTAIN  SEXUALLY  TRANSMITTED  DISEASES.  THUS,  WE  ARE 
OFTEN  NOT  ENCOURAGED  TO  HAVE  REGULAR  PELVIC  EXAMS  AND  PAP  SMEARS. 
ADDITIONALLY,  HEALTH  PROMOTIONAL  CAMPAIGNS  FOR  BREAST  AND  CERVICAL 
CANCER  PREVENTION  AND  SCREENING  OFTEN  DO  NOT  INCLUDE  MESSAGES 
WHICH  ARE  INCLUSIVE  OF  LESBIANS  (EXAMPLE:  "SINCE  EVERY  CHILD  NEEDS  A 
MOTHER,  EVERY  MOTHER  NEEDS  A  MAMMOGRAM"). 

LESBIAN  HEALTH  RESEARCH  HAS  SEVERAL  DISTURBING  HEALTH  STATUS 
INDICATORS  AMONG  LESBIAN  AND  BISEXUAL  WOMEN.  A  STUDY  BY  THE  BAY 
AREA  PHYSICIANS  FOR  HUMAN  RIGHTS  IN  1978  FOUND  THAT  THE  AVERAGE 
INTERVAL  BETWEEN  PAP  SMEARS  FOR  LESBIANS  WAS  21  MONTHS,  COMPARED 
TO  8   MONTHS   FOR  WOMEN   IN  THE  GENERAL  POPULATION.     THE  AVERAGE 
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INTERVAL  FOR  CLIENTS  AT  OUR  LESBIAN  HEALTH  CLINIC  DURING  THE  LAST  YEAR 
WAS  34  MONTHS.  A  MICHIGAN  LESBIAN  HEALTH  SURVEY  FOUND  THAT  THE 
PERCENTAGE  OF  LESBIANS  WITHOUT  HEALTH  INSURANCE  COVERAGE  WAS  1 2% 
HIGHER  THAN  AMONG  OTHER  AMERICAN  WOMEN  (BYBEE,  1990).  FIFTY-FIVE 
PERCENT  OF  WHITMAN-WALKER'S  LESBIAN  HEALTH  CLINIC  CLIENTS  HAD  NO 
HEALTH  INSURANCE.  ALSO,  BYBEE  (1990)  FOUNDTHAT  23%  OF  LESBIANS  HAVE 
NOT  HAD  A  MEDICAL  EXAMINATION  IN  5  YEARS;  JUDITH  BRADFORD  AND 
CAITLIN  RYAN  IN  THEIR  NATIONAL  LESBIAN  HEALTH  CARE  SURVEY  IN  1987  AND 
JOHNSON,  ET  AL.  IN  THEIR  1987  SURVEY  OF  GYNECOLOGICAL  PROBLEMS 
AMONG  BISEXUAL  AND  LESBIAN  WOMEN  IN  IOWA  FOUND  THAT  50-52%  HAVE 
NOT  HAD  A  PAP  SMEAR  IN  THE  LAST  YEAR;  AND,  BYBEE  (1990),  BRADFORD  & 
RYAN  (1987),  AND  JOHNSON,  ET  AL.  (1987)  THAT  8-10%  HAVE  NEVER  HAD  A 
PAP  SMEAR  OR  HAVEN'T  HAD  ONE  IN  TEN  YEARS.  AMONG  OUR  LESBIAN  HEALTH 
CLINIC  CLIENTS,  21%  HAD  NOT  SEEN  A  PHYSICIAN  IN  5  YEARS;  65%  HAD  NOT 
HAD  A  PAP  SMEAR  IN  THE  LAST  YEAR;  AND,  14%  HAD  NEVER  HAD  A  PAP  SMEAR 
OR  NOT  HAD  ONE  IN  10  YEARS.  FOR  A  POPULATION  WHICH  IS  PURPORTED  TO 
BE  AT  HIGHER  CANCER  RISK,  THESE  KINDS  OF  DISPARITIES  ARE  UNACCEPTABLE. 
WOMEN'S  LIVES  ARE  AT  RISK  HERE.  LESBIAN  HEALTH  CLINICS  AND  LESBIAN 
CANCER  PROJECTS  HAVE  BEEN  ESTABLISHED  ACROSS  THE  COUNTRY  TO 
ADDRESS  THESE  ISSUES  AND  TO  ENCOURAGE  WOMEN  TO  AVAIL  THEMSELVES 
OF  EARLY  DETECTION  AND  SCREENING  WHICH  HAS  BEEN  PROVEN  TO  BE  LIFE- 
SAVING. 
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WE  ARE  WORKING  DILIGENTLY  TO  INCREASE  HEALTH  CARE  ACCESS  FOR  THIS 
POPULATION  OF  WOMEN.  ALTHOUGH  THE  PROPOSED  HEALTH  PLAN  WILL 
ULTIMATELY  INCREASE  OVERALL  ACCESS  TO  CARE,  WE  FEEL  VERY  STRONGLY 
THAT  THE  PRESENTLY  PROPOSED  COVERAGE  FOR  PAP  SMEARS  AND 
MAMMOGRAMS  IS  SEVERELY  INADEQUATE  FOR  THE  PRESERVATION  OF  LIVES  OF 
AMERICAN  WOMEN,  AND  THAT  LESBIAN  AND  BISEXUAL  WOMEN,  ALONG  WITH 
OTHER  LOW  INCOME  WOMEN  AND  WOMEN  OF  COLOR,  WILL  BE  EVEN  MORE 
HARSHLY  AFFECTED  BY  THE  CURRENT  LIMITS.  ACCORDING  TO  NCI,  30%  OF 
BREAST  CANCER  DEATHS  COULD  BE  PREVENTED  THROUGH  EARLY  DETECTION 
BY  ADHERING  TO  CURRENT  SCREENING  GUIDELINES  (MONTHLY  BREAST  SELF 
EXAM,  ANNUAL  BREAST  EXAM  BY  A  MEDICAL  PROVIDER,  BASELINE 
MAMMOGRAM  AT  AGE  40,  ANNUAL  TO  BIANNUAL  MAMMOGRAM  FOR  WOMEN 
AGES  40  TO  50,  AND  ANNUAL  MAMMOGRAM  FOR  WOMEN  OVER  50).  AND,  ALL 
CERVICAL  CANCER  DEATHS  COULD  BE  ELIMINATED  WITH  ROUTINE  SCREENING 
(ANNUAL  PELVIC  EXAM  AND  PAP  SMEAR)  AND  APPROPRIATE  FOLLOW-UP  CARE 
FOR  PRECANCEROUS  CONDITIONS  (CRYOSURGERY,  CAUTERIZATION  OR 
CONIZATION)  OR  EARLY  CERVICAL  CANCER  (PREVIOUS  PROCEDURES,  LASER 
TREATMENT  OR  HYSTERECTOMY). 

WE  URGE  YOU  TO  SUPPORT  COVERAGE  OF  PAP  SMEARS  AND  MAMMOGRAPHY 
IN  ACCORDANCE  WITH  THE  NATIONAL  CANCER  INSTITUTE'S  GUIDELINES  FOR 
BREAST  AND  CERVICAL  CANCER  SCREENING.    THOUSANDS  OF  LIVES  CAN  BE 
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SAVED  EACH  YEAR  THROUGH  EARLY  DETECTION  AND  TREATMENT;  AND 
BILLIONS  OF  DOLLARS  SAVED  BY  SPENDING  ON  SCREENING  AND  LESS  RADICAL 
TREATMENT  RATHER  THAN  TERTIARY  CARE  FOR  END  STAGE  CANCER  PATIENTS. 
FURTHER,  WE  URGE  YOU  TO  DIRECT  THE  BILLIONS  SAVED  TO  SUPPORT 
EXPANSION  OF  EDUCATION,  PREVENTION  AND  SCREENING  PROGRAMS;  AND, 
MOST  IMPORTANTLY,  CLINICAL  TRIALS  ON  THE  EFFICACY  OF  DETECTION  AND 
PREVENTION  STRATEGIES  AND  EFFECTIVE  TREATMENT  FOR  BREAST  AND 
CERVICAL  CANCERS,  WITH  THE  INCLUSION  OF  LESBIANS,  ALONG  WITH  OTHER 
UNDERSERVED  WOMEN  IN  THESE  TRIALS.  TO  DATE,  WOMEN'S  HEALTH 
RESEARCH  HAS  FAILED  TO  IDENTIFY  LESBIANS  OR  BISEXUAL  WOMEN  SO  THAT 
ANY  HEALTH  STATUS  AND/OR  TREATMENT-RELATED  DIFFERENCES  COULD  BE 
MORE  CLEARLY  DELINEATED.  THE  COMMITMENT  TO  INCLUDE  BASIC  QUESTIONS 
PERTAINING  TO  SEXUAL  IDENTITY  AND  SEXUAL  BEHAVIOR  IN  THE  WOMEN'S 
HEALTH  INITIATIVE  DESPERATELY  NEEDS  TO  BE  CARRIED  THROUGHOUT  ALL 
WOMEN'S  HEALTH  RESEARCH  SO  THAT  HEALTH  CARE  FOR  LESBIAN  AND 
BISEXUAL  WOMEN  CAN  BE  IMPROVED  ALONG  WITH  QUALITY  OF  LIFE  FOR  THESE 
AMERICAN  WOMEN. 

THANK  YOU. 
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